
 
 

   
 

 
 

 
 

       
 

 
   
    
       

 
 

            
 
 

    
 

 
 

 
 

                                                             
                                                             
            

 
 
 

     
 

Attestation Form 

Please make copies of this page and fill out for each member as appropriate. Save a copy in the 
medical record. 

1. Fill in all information requested below 
2. Sign and date at bottom of the form. Include credentials 
3. Fax the form to 833-667-1532 or send to our secure email MIHEDIS@mhplan.com 

Patient Name:  _________________ ___  _________  ____________ 

____/____/______ 

__________________________ _______ _________ 

DOB: ID#:

Osteoporosis Management in Women Who Had a Fracture 

 BMD Completed  

Date  of Service: 
Findings: 
Location: 

Signature: Credentials: Date: 

PFX102_5811406_Internal Approved_01022026 
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