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Attestation for Wells Compliance Remediation Plan 


DATE
(month, date, year)


I, ___________________________________, as __________________________________ for,            
[bookmark: _GoBack]    Printed Name of Chief Executive Officer (CEO) or CEO’s designee        		  Title (i.e., CEO)        _____________________________________, do hereby attest, based upon my best knowledge, 
Health Plan / Contractor                                                                                              
information and understanding of the Wells Stipulation and Order, that the information provided in the _________________________ Remediation Plan is accurate, true, and complete.
                   Current Monitoring Period                                                          

I understand that should Louisiana Department of Health – Medicaid Policy and Compliance and/or Bureau of Legal Services determine the submitted information is inaccurate, untrue, or incomplete, _____________________________ may be subject to monetary penalties, sanctions
         Health Plan / Contractor		
or any other actions as outlined in the Contract.


_____________________________________________			__________________
	     Signature 								    Date

______________________________________________
		       Title  
