MEDICARE RESIDENT, PRACTICING PHYSICIAN, AND
OTHER HEALTH CARE PROFESSIONAL TRAINING PROGRAM

SIGN-IN SHEET
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FACILITATORS: Please make copies of completed Sign-in Sheets for your locked, confidential file
and mail original Sign-in Sheets to:

Ann Palmer

Centers for Medicare & Medicaid Services

7500 Security Boulevard, Mail Stop C4-13-07

Baltimore, MD 21244
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