Grand Junction VA MEDICAL CENTER
Verification Form
 

Request for Additional Information    
In order to confirm that we have your most recent address and your date of birth on file, please complete the following:

Address:	_________________________________________________	___________
		Street Address								Apt #


		________________________________	_________       _________________ 
		City						State	 	Zip

Date of Birth:  ____ /____ /________ 	         Phone:  ( ______ ) _______ - _____________
	              MM      DD        YEAR			
		
						

Patient’s Name (Please print):  _________________________________Date:  ____________

	 (
Office Use Only
)
                                                                                            

1. A.  In person identity verified:   ________ (initials)
B.  If form received through the mail- signature authenticated:__________(initials) (Privacy/ROI)

1. DO NOT OPT IN to CPP if address needs to be updated in Vista 

1.          X the box if the address needs updating in Vista 

1. Updated in Vista ________(initials)

1. Opted In to the CPP:   ________ (initials)
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