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I M P O R T A N T

The services listed on this form have been personally provided to the patient by
the provider or under the provider’s direction by another person eligible under
the Medi-Cal program to provide such services, and such person(s) are
designated on this form. The services were, to the best of provider’s
knowledge, medically indicated and necessary to the health of the patient.
The provider understands that payment of this claim will be from Federal and /
or State funds, and that any falsification, or concealment of a material fact, may
be prosecuted under Federal and / or state laws. The provider agrees to keep
for a minimum period of three years from the date of service all records which
are necessary to disclose fully the extent of services furnished to the patient.
The provider agrees to furnish these records and any information regarding
payments claimed for providing the services, on request, to California
Department of Health Care Services; Medi-Cal Fraud Unit, California Department of
Justice; Medi-Cal Audits Project, Office of State Controller; U.S. Department of
Health and Human Services, or their duly authorized representatives.

Medical care services are offered and provided without discrimination based on
race, religion, color, national or ethnic origin, sex, age, or physical or mental
disability.
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