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Outcome Survey Waiver
Date:  _________________________
For The Month of: ___________________________

Provider Name:  _______________________________________________________

Location:  ____________________________________________________________

Contact Person:  _______________________________________________________

Phone:  ______________________________________________________________

□  We have no Outcome Survey forms for this month.

Reason: ___________________________________________________________________

__________________________________________________________________________
__________________________________________________________________________
__________________________________________________________________________
__________________________________________________________________________
__________________________________________________________________________
Please fax to Luann LeVeck, CCC Secretary @ (517) 853- 0496
The Outcome Survey Due Date is the 15th of each month.

Thank You.
