Virginia Bleeding Dlsorders Program

Eligibility Dates:
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Would you like to receive Bleeding Disorders information by email?  Yes [ ] No []

PATIENT CERTIFICATION

I certify that the information provided is a true and complete statement according to my best knowledge
and belief and that a full explanation of services and charges has been given to me. | understand that if |
give false information, withhold information, or fail to report changes promptly, | will be breaking the
law and can be prosecuted and/or have services discontinued. In applying for payment by Medicare,
Medicaid, Title XX and/or other health care benefits, | authorize release of records necessary to act on
this and request that payment of authorized benefits be made in my behalf.

I give my permission for me and/or my dependents to be interviewed, examined and/or treated.

Date Signature (relationship)

INTERVIEWER: DATE:






