HEARING REQUEST WITHDRAWAL

Michigan Department of Community Health

The purpose of this form is for an appellant to withdraw his / her request for an administrative hearing.
APPELLANT INSTRUCTIONS:

· Answer ALL questions completely.

· Please use a PEN and PRINT FIRMLY.

· Remove the BOTTOM copy for your records.

· If you have any questions, please call the 

Hearing Helpline at:  1 (877) 833 - 0870.


· After you complete this form, mail it in the enclosed postage paid envelope to:

ADMINISTRATIVE TRIBUNAL 

MICHIGAN DEPARTMENT OF COMMUNITY HEALTH

PO BOX 30195

LANSING MI  48909

Your Name


Your Telephone Number

(         )
Your Case or File Number



Your Address (No. & Street, Apt. No., etc.)


Your Signature


Date Signed



City


State


ZIP Code





Docket Number. 
Date of Scheduled Hearing
Your Social Security Number

I DO NOT WANT A HEARING:  Please CANCEL my request for a hearing for the following reason:


 FORMCHECKBOX 
 The Department of Community Health has changed its action/decision.



 FORMCHECKBOX 
 Other  (Please explain):


























































Authority:

Completion:
42 CFR 431.200 - 431.250
Is Voluntary, but if NOT 

completed, a hearing WILL 

take place
The Department of Community Health will not discriminate against any individual or group because

of race, sex, religion, age, national origin, marital status, political beliefs or disability.  If you need

help with reading, writing, hearing, etc., under the Americans with Disabilities Act, you are invited

to make your needs known to the Department of Community Health.

If you do not understand this, call the Department of Community Health.  

Si Ud. no entiende esto, llame a la oficina del Departamento de Salud Comunitaria.




1 ( 877 ) 833 - 0870
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