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SECTION 4 - PHYSICIAN CERTIFICATION 

This section is not required if the annuity contract to which the NCR is attached was issued in the state of California (or 
Pennsylvania if annuity contract was issued prior to October 2019).

By signing below, I certify that: 
4. I am currently licensed (either MD or DO) to practice medicine in the United States;
5. The person named as the patient in section one is my patient (referred to in this section as “my patient”);
6. I am not related, by blood or marriage, to my patient;
7. My patient entered the facility identi�ed in section three upon my recommendation.; and
8. All information provided on this form is true to the best of my knowledge.

Physician’s Signature: ___________________________________________________________Date: ____________________


