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ARIZONA NATIONAL INTEREST WAIVER PROGRAM

Request for Attestation Letter

	PHYSICIAN INFORMATION










CASE # 
     

     
     
     
Last Name

First Name

Middle Initial

CURRENT CONTACT INFORMATION:

MAILING ADDRESS: 


Street 
     


City      

County      
Zip      
PHONE NUMBER: 
(     )  
     

Area Code 









E-MAIL:       
PRIMARY CARE SPECIALTY:  FORMDROPDOWN 
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	SERVICE SITE INFORMATION
IMPORTANT: THE SITE LISTED WILL BE THE APPROVED SERVICE SITE.


NAME:      
ADDRESS: 


Street       
Suite#       
City      
County       
Zip       
SERVICE SITE TYPE:  FORMDROPDOWN 

NAME OF ADMINISTRATOR:      
PHONE NUMBER:      
FAX:       
E-MAIL:      
NAME OF THE FEDERALLY DESIGNATED AREA IN WHICH THE SERVICE SITE IS LOCATED:

Health Professional Shortage Area  (HPSA):      
Medically Underserved Area or Population (MUA / MUP):      
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	EMPLOYER 
(If different from the service site):


NAME OF THE ORGANIZATION:

     


ADDRESS:

Street       
Suite#
     


City      

County      
Zip      
NAME OF ADMINISTRATOR:      
PHONE NUMBER:       

FAX:       
E-MAIL:     
ORGANIZATION TYPE OF EMPLOYER:  FORMDROPDOWN 
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