Medical Director Verification

Candidate Name: ​​____________________

     Agency Name: ____________________
As Medical Director of the above named agency, I do hereby request that this candidate be placed on-line with our agency.  This candidate has completed all necessary requirements set forth by our agency and by REMO.  I attest that the candidate is a competent provider and accept responsibility for his field performance under my license.

_________________



_________

 (Medial Director – Print Name)



         (Date)

__________________

  (Medical Director – Signature)

