<NAME OF PRACTICE>

<ADDRESS>

<PHONE/FAX>

Signature Attestation Statement
	Patient Name
	
	Medicare Number
	

	Treating 
Physician/Healthcare Provider
	
	Documented Date of Service
	


I attest that the medical record documentation for the date of service indicated above accurately reflects the treatment and diagnoses made by me as a(n) ______________________________
I attest that the information documented in this patient’s medical record is, to the best of my knowledge, complete and accurate. I understand that falsification, omission, or concealment of material facts could lead to administrative, civil, or criminal charges. 
I attest that the signature included in the documentation for the date of service indicated above is, in fact, mine.

	
	
	

	Signature of Author of the Medical Record
	
	Date


Note: Signature Attestation Statements must be signed by the author of the medical record entry to be considered valid for a Medicare medical review. Reviewers will not recognize a  Signature Attestation Statement if there is no associated entry or if someone who is not the author of the entry in question signs this statement. This includes a partner of the same group or practice.
Insert credentials, e.g., MD
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