
 

Contact information 

Please fax back to GMCF ~ 678-527-3030 

You are a:  (please check) 

Provider � Specialty � 

Medicare Beneficiary � CDE/CHW �        Organization � 

 

Contact Information: 

Title _______________ 

First Name ___________________________________      

Last Name ___________________________________      

City _________________________________________ 

State _______________      

ZIP _________________      

County ______________________________________      

Primary Phone Number _________________________      

Alternate Phone Number ________________________      

E-mail _______________________________________      

         

How did you hear about our program? (Please check all that apply.) 

Physician �   Health Fair/Community Event � Radio/TV �    Newspaper/Magazine � 

Other � 

 

I am interested in: 

Referring patients to diabetes education class �  Attending a diabetes class � 

Hosting a diabetes class �     Teaching a diabetes class � 

 

 

This material was prepared by GMCF, the Medicare Quality Improvement Organization for Georgia, under contract with the 
Centers for Medicare & Medicaid Services (CMS), an agency of the U.S. Department of Health and Human Services. The 
contents presented do not necessarily reflect CMS policy. Publication No. 9SOW-GA-DSP-08-15 


