
  

Upload in HPMS, in a .pdf format, the following certification: 
 
3 CERTIFICATION 
I,   , attest to the following: 

(NAME & TITLE) 

1. I have read the contents of the completed application and the information contained 
herein is true, correct, and complete. If I become aware that any information in this 
application is not true, correct, or complete, I agree to notify the Centers for Medicare & 
Medicaid Services (CMS) immediately and in writing. 

2. I authorize CMS to verify the information contained herein. I agree to notify CMS in 
writing of any changes that may jeopardize my ability to meet the qualifications stated 
in this application prior to such change or within 30 days of the effective date of such 
change. I understand that such a change may result in termination of the approval. 

3. I agree that if my organization meets the minimum qualifications and is Medicare- 
approved, and my organization enters into a Part D contract with CMS, I will abide by 
the requirements contained in Section 3.0 of this Application and provide the services 
outlined in my application. 

4. I agree that CMS may inspect any and all information necessary including inspecting of 
the premises of the Applicant’s organization or plan to ensure compliance with stated 
Federal requirements including specific provisions for which I have attested. I further 
agree to immediately notify CMS if despite these attestations I become aware of 
circumstances which preclude full compliance by January 1 of the upcoming contract 
year with the requirements stated here in this application as well as in part 423 of 42 
CFR. 

5. I understand that in accordance with 18 U.S.C. §1001, any omission, misrepresentation 
or falsification of any information contained in this application or contained in any 
communication supplying information to CMS to complete or clarify this application may 
be punishable by criminal, civil, or other administrative actions including revocation of 
approval, fines, and/or imprisonment under Federal law. 

6. I further certify that I am an authorized representative, officer, chief executive officer, or 
general partner of the business organization that is applying for qualification to enter 
into a Part D contract with CMS. 

7. I acknowledge that I am aware that there is operational policy guidance relevant to 
this application that is posted on the CMS website and that it is continually updated. 
My organization will comply with such guidance should it be approved for a Part D 
contract. 

 
Name (printed) Title 

 
Signature Date (MM/DD/YYYY) 


