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ATTESTATION OF USE OF RECIPIENT FUNDS Department of
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MAP-3107a (MLF) 05/05/2015

l, , swear or affirm that, the funds used to support any and all
(Your Name)

Surplus Program payments made from my accounts on behalf of

(Name of Medicaid Recipient/Surplus Program Applicant)

were provided to me by the above named recipient.

(Case Number)

My relationship to the Medicaid Recipient is

In signing this attestation, | certify that the statements above are true, correct, and complete with the full understanding that
failing to tell the truth could result in loss of benefits for the above Medicaid recipient.

(Your Signature) (Date)

(Your Street Address)

(Your City, State and Zip Code)

(Your Telephone Number)

Yo, , juro o afirmo que, los fondos usados para financiar cualquiera y todos
(Su nombre)

los pagos del Surplus Program hechos de mis cuentas en nombre de
(Nombre del Beneficiario de Medicaid/Solicitante del Surplus Program)

me fueron proporcionados por el beneficiario arriba mencionado.

(Numero de caso)

Mi relacién con el Beneficiario de Medicaid es

Al firmar esta atestacion, certifico que las declaraciones que aparecen arriba son verdaderas, correctas y completas con
total entendimiento de que no decir la verdad podria resultar en pérdida de beneficios para el beneficiario de Medicaid
antes mencionado.

(Firma) (Fecha)

(Direccién)

(Ciudad, estado y cédigo postal)

(Su nimero de teléfono)

MAP-3107a (MLF) 05/05/2015 Page 1 of 4




EUN EEHERD - SR R FTA
(&5

RIEREHETE(AVE S - RERAR

(Medicaid % X /RIERARS [ 7 5 AHER)
IARNIRE > B B3RS AR ita s -

)
61 Medicaid S8 AR 4B }

FEIEEIAE %t BIFORA NS Dt RO B iess - HA A Sg i IR 5 m] 27 B4 Medicaid
FFH AR EHAER] -

(fryE+) (H38)

(frytirEstt)

(AT ~ MR PRI 55F)

(s EEE SR E)

Mwen, , sSémante oswa konfime, lajan mwen itilize pou sipote nenpot
ak tout

(Non Qu)

Peman Pwogram sipli ki fét nan kont mwen yo sou non

(Non Benefisyé Medicaid/Moun ki Aplike pou Pwogram Sipli)
Benefisyé ki gen non li endike anwo a te ban mwen

(Nimewo Dosye)

Relasyon mwen avék Benefisyé Medicaid se

Depi mwen siyen atestasyon sa a, mwen konfime deklarasyon ki endike anwo a se deklarasyon ki vre, korék, ak konple,
epitou si mwen pa di laverite sa kapab lakoz benefisye Medicaid ki endike anwo a péedi avantaj | ap resevwa yo.

(Siyati Ou) (Dat la)

(Adres Kay ou)

(Vil, Eta, ak Kod Postal ou)

(Nimewo Telefon ou)
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A, , NoATBEepXaaro, 4YTo cpeacTea, nCnosnb3yemMble and
OCyLleCTBIIeHNA BCexX

(BaLe ums)

nnartexen no nporpamme Surplus Program ¢ Monx cHETOB OT UMEHMU

(Mmsa nonyyatens ycnyr Medicaid / kaHguaaTa Ha nonyyeHvie
ycnyr B pamkax nporpammbl Surplus Program)

, Bblnn npenoctaBrieHbl MHE BbllL€yKa3aHHbIM nony4varenem.

(Homep gena)

A npuxoxyck nonyyatento yenyr Medicaid

MoanucbiBasi HacTosiLLee NOATBEPXKAEHME, 1 NOATBEPXKAAID, UTO NPUBEAEHHbIE BhILLE CBEAEHUS SIBNSIHOTCA NpaBavBLIMY,
BEPHBLIMU U1 MOSHLIMWU, MOSMTHOCTHID MOHUMAs!, YTO COKPbLITUE UMW UCKaXXEHWE LOCTOBEPHBLIX CBEAEHUA MOXET MPUBECTM K
nueHnto nocobus BelleykasaHHoro nonydatens ycnyr Medicaid.

(Bawwa nognuce) (nata)

(Baw agpec: ynuua, AoM, KBapTMpa)

(BaL ropog, WTart, UHAEKC)

(Baww Homep TenedoHa)
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