Enrollment Application for Medical
Assistance Program

Date: [Insert Date]

[Your Name]

[Your Address]

[City, State, Zip Code]
[Email Address]
[Phone Number]

[Recipient Name]
[Program Name]
[Organization Name]
[Organization Address]
[City, State, Zip Code]

Dear [Recipient Name],

| am writing to formally apply for enrollment in the Medical Assistance Program. My name is
[Your Name], and | am seeking assistance due to [brief reason for assistance, e.g., financial
hardship, medical needs].

Enclosed are the required documents that provide further details regarding my situation,
including [list any included documents, such as proof of income, identification, medical records,
etc.].

| would greatly appreciate any support you can offer and would like to request any information
regarding the next steps in the enrollment process.

Thank you for your attention to my application. | look forward to your prompt response.
Sincerely,

[Your Name]
[Your Signature (if sending a hard copy)]



