MA-9
REV. 11/15 COMMONWEALTH OF PUERTO RICO
DEPARTMENT OF HEALTH

MEDICAID PROGRAM

To: Puerto Rico Medicaid Program, its affiliates, units and any individual or legal entity with interest,
declare that:

Please write your full name (first, middle initial, last name) in print

applicant and / or beneficiary of the Medicaid Program Puerto Rico

| certify that the information provided to the Puerto Rico Medicaid Program for obtaining Government
Health Plan is correct. | understand that providing false information in order to obtain the benefits
granted by the Puerto Rico Medicaid Program is an illegal and fraudulent act that entails the
obligation to repay all federal and state funds have been disbursed for me. It also entails the
imposition of administrative fines and other penalties that may be imposed by the courts of Puerto
Rico. And for the record | sign this document today.

SIGNATURE OF APPLICANT AND / OR SOCIAL SECURITY NUMBER
BENEFICIARY
DATE FAMILY NUMBER

EMPLOYEE NAME EMPLOYEE SIGNATURE
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