Hernando County Mental Health Center, Jne.

Post Office Box 6233 e Spring Hill, Florida 34606-6239
Tel. (504) 688-0700 ® 688-0701

Day late and a dollar short for this call here.
Had they done right it would be a different
story.
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I have attempted to speak with you by telephone on at least three
separate occasions, but have been unsuccessful in reaching you.

If you are still interested in receiving services from Hernando
County Mental Health Center, please telephone me to schedule a time
for an appointment or to discuss the services you are seeking.

If I do not hear from you in the next 10 days, I will assume you
are no longer interested in services.

Please feel free to contact Hernando County Mental Health in the
future, however. '
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Sincerely,

Robert Chmiko, M.S.W.
Supervisor, Emergency Services
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Day late and a dollar short for this call here.
Had they done right it would be a different
story.


== This is the second cry-for help!
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This is the second cry for help!


Four days after DV | was-made as hell with these people for not helping me when | needed it. B
name to Professional Therapy Center. T 0 V.»/'bi
Then they changed their
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Four days after DV I was made as hell with these people for not helping me when I needed it.
Then they changed their name to Professional Therapy Center.


