




Sign here: Date:

When I sign above, I am stating that the information on this form is correct, to the best of my 
knowledge. I understand that if I put information on this form that I know is not true, I could face fines 
and prison under federal law.

If I sign as an authorized representative, it means that I have the legal right under state law to sign.
I can show written proof of this right if Medicare asks for it.

Before you mail this form


