CodoniXnotes

 The EMR that works the way you do         E-Prescribing Attestation Form

	Site Name
	

	Point of Contact
	

	Contact Phone Number
	

	Number of Providers being registered
	

	Requested start date
	


I ____________________________________________________________________ 
                                          Print Point of Contact name here

certify that ____________________________________________________________

Print site name here

has the following Provider Coverage 
___ Single Provider coverage 

___ Double Provider coverage

_____________________________________________________________________        Signature & Title  










Date
Scan and send electronically to codonixsupport@codonix.com.

If you cannot scan and send the document, please mail the form to 

CodoniXNotes 
PO Box 59050 
Potomac, MD 20859
