




Printed Name:        

Signature:        

Date:         

UA ID:         

E-mail:         

Phone Number:        

 

ᵟ By checking this box and typing my name above, I understand and agree that I am submitting 
this document electronically and that it is the legal equivalent of having placed my handwritten 
signature on this page. 

 

 ATTACH DOCUMENTATION FROM LICENSED HEALTH CARE PROVIDER 
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