State of Connecticut

Department of Developmental Services

Acknowledgement of Receipt of
DDS False Claims Act Policy and Procedure
I, ______________________________________, the ______________________________ of

                            (Print Name) 



 

(Job Title)

_________________________________ acknowledge that my agency has received a copy of 
(Name of Contractor/Qualified Provider)
 The Department of Developmental Services False Claims Act Policy dated June 1, 2008 and 

The Department of Developmental Services False Claims Act Procedure dated June 1, 2008. 

___________________________________________


___________________
Signature




            


Date   

________________________________
___________



Name (Print)
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