
PLEASE RETURN VIA FAX TO 1-877-316-2610  

Certification of Ability to sign name: 

MEDICAID MEMBER INFORMATION: 

Name:____________________________________________________ Trip Date ________  

Date of Birth: _______________________   

Is this patient able to sign their name? (Check one)  

Yes 

No 
Please describe the member’s physical condition(s) that makes then unable to sign their name: 

Facility:__________________________________________ 
Name:_________________________________________ 
Title:___________________________________________  
Phone no.: (______) - _____ - ____ 

Signature: _______________________________________________ Date:________

4149 Highline Blvd, Suite 200 
Oklahoma City, OK 73108 

PH: 1-800-243-5560 FAX: 1-866-355-7340 
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