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209 PEARL STREET
COUNCL BLUFFS, IA 51503
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IF MEDICAL ATTENTION WAS REQUIRED, PLEASE PROVIDE NAME, 4ummss, AND TELEPHONE NO. OF TREATING PHYSICIAN AND FACILITY:
oW o\ i
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IHEREBY CERTIFY UNDER PENALTY OF PERJURY THAT THE ABOVE INFORMATION IN SUPPORT OF MY
CLAIM IS TRUE AND CORRECT TO THE BEST OF MY KNOWLEDGE.

NOTE: IT IS A FRAUDULENT PRACTICE PUNISHABLE BY FINE OR IMPRISONMENT TO KNOWINGLY MAKE A

FALSE CLAIM (SECTION 714.8(3) CODE OF IOWA)
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