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Don’t Forget to Submit  Your Attestation                       

Delegated Entity:

Signature:

Print Name: Title:

Date:

I acknowledge that I am the authorized representative for the delegated entity to which the acknowledgement form was 

issued. I am acknowledging that all applicable personnel within the provider network have completed the 2020 annual 

SNP Model of Care Training.



Thank You!

For Questions

Please Contact: Noelia Mosqueda

949-945-6460

Noelia.Mosqueda@gsmhp.com

Fax Attestation to: 949-966-0457

mailto:Noelia.Mosqueda@gsmhp.com

