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Dear Health Care Provider, 

My name is <insert name> and I am the (Commissioner of Health or Public Health Director) for <name> County. I want to tell you about a wonderful program available through the County called the Children and Youth with Special Health Care Needs Program. We call it CYSHCN (pronounced shin) for short. Approximately 18.6% of children ages 0-21 in <name> County have a special health care need and their families may be seeking assistance with health care, transportation, insurance, or other services. We offer support to children and youth from birth through age 21 and their families. They might have a serious or long-lasting physical, intellectual, or developmental disability, and/or a behavioral or emotional condition that needs more health care and services than what is generally needed. 

Our <name> County CYSHCN staff can provide information and referrals to CYSHCN and their families that are specific to our county and region. This Program is FREE. There is no eligibility criteria or application. The CYSHCN Program covers children and youth with a broad range of special health care needs, for example, allergies, anxiety, asthma, autism, ADD/ADHD, behavioral health condition, epilepsy/seizure disorder, speech or language disorder, genetic or chromosomal condition, intellectual and developmental disabilities, migraines, sickle cell anemia, and vision problems. The program is not limited to these conditions.

We look forward to partnering with you to support your patients with special health care needs and their families; please share our contact information with them. Contact the CYSHCN Program staff < insert name> at <insert phone number; e-mail> for questions, information, and/or to make a referral.

In health, 
 
<signature>

<name, credentials, title, address, phone, website>
https://health.ny.gov/CYSHCN
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