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Physician Summary Form

This form verifies and validates the medical information provided by your patient or the patient’s legal guardian. This form must
be returned as soon as possible. Without this information, your patient’s ability to initiate or continue to receive timely MassHealth
services may be impacted.
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| recommend this pat;ent for the Following serwce(s)

l cer’rn‘y thatthe mformahon on th|s form, and any attached statement that | have prowded has been rewewed and SIgned by me, and is true, accurate, and complete to
the best of my knowledge. | understand that | may be subject to civil penalties or criminal prosecution for any falsification, emission, or concealment of any material fact
contained herein.

* Provider's signature )1:MD/ NP/PA (Circle one.)
(Signature and date stamps, or the signature of anyone other then the provider are not acceptable.)
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