evolent

Specializing in Connected Carel”

Overlapping Authorization Member Attestation Letter

Date:

l, attest that | am no longer receiving care at another facility and

| am only receiving services below at

as of

Service (Check all that apply):

|:| Physical Therapy
|:| Occupational Therapy
|:| Speech Therapy
|:| Chiropractic Services

Patient/ Parent/ Guardian Signature:

Health Plan:

Member ID:
Member Date of Birth:
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