
 

 
 

CERTIFICATE OF HEALTH CARE PROVIDER 
 

                                 FOR  PAYROLL  SUBMISSION 
 
 
 
 
 
 
________________________________________________ 
Patient Name (please print) 
 
 
 
 

This is to certify that I have provided a breast and/or prostate cancer 
screening of the individual listed above on ______________________( date) 
at ___________________________(time). 
 
 
 
 
 
 
_____________________________   __________________ 
Signature of Health Care Provider   Date 

 
 

Address: 
 
 
Phone No.: 


