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Attn: Quality Initiatives
P.O. Box 11033
Orange, CA 92856-9902
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All sections must be fully completed and stamped by your provider to receive the

no-cost gift card.

-l :CalOptima Health <y saac o jled
sy o)
e XS sl Led
Diabetes Test | Test Date A1C Provider Information Provider Stamp
Type Value
O Type | N ;
- Typ | AMC I e
e
yp Phone:

&mﬂ.&e)éué\)_).)j\w .\_..5o_sjg\y\)u_sg;b;\y»»\gu\a\))\m.&;b@m.&mu)\s \JJ\ \_p O.\Lub.:\_)‘.a_\o-\gé\y uu.\g.u.u:;.«\.m
O3S 558 aalaia) a8 asdal Uy & (MW sy é\y Olgh a3 dsam U8 ) euS aggily e OS B aiaSia Vol aan 8 sgas-lad sadi
Vs et loly ol elys 38 d gra et o)) i dausys b i € Oyge s CalOptima Health g syl cass gyl assa
O\.A))Q)).}w.u QS.AAQA\J).} u.g\ M\.}GAQAMA).} RS %) ?\A.\\ L)\.La)\.! CERN- é\.@: u)\S .p.\\.m \A\.})J J\.ud).} 4.3.).9:\))\5 5.3.».3\94..43

Sods BBgra LB ¢l e

&t Medi-Cal

CalOptima Health



	A1C Value: 
	تاریخ تولد:: 
	نام عضو:: 
	تلفن:: 
	شماره عضویت CalOptima Health :: 
	آدرس پستی:: 
	کد پستی:: 
	ایالت:: 
	شهر:: 
	Type I: Off
	Type II: Off
	Test Date: 
	Provider Name: 
	Provider Phone: 
	Provider Stamp: 


