  OMB Number: 0915-0334
 					Expiration date: 04/30/2026
Certification Regarding Medical Records Countermeasures Injury Compensation Program (CICP)
CICP Case Number: 	

I, 	 (name), certify the following:

I have filed a Request for Benefits under the CICP, either for myself, or as the representative of
	 (name). I am (please check all that apply):
· The injured countermeasure recipient.
· The personal or legal representative(s) of the injured countermeasure recipient.
· The executor/administrator(s) of the estate of the deceased injured countermeasure recipient.
· The personal or legal representative(s) of the executor/administrator(s) of the estate of the deceased injured countermeasure recipient.
· The survivor(s) of the deceased injured countermeasure recipient.
· The personal or legal representative(s) of the survivor(s) of the deceased injured countermeasure recipient.
· The legal guardian(s) of the deceased injured countermeasure recipient who was a minor at the time of death.
· The personal or legal representative(s) of the legal guardian(s) of the deceased injured countermeasure recipient who was a minor at the time of death.

I obtained medical records from the injured countermeasure recipient’s healthcare providers. The medical records I am submitting to the CICP are the records that I received from the injured countermeasure recipient’s health care providers. I am submitting the medical records I received in their entirety. I have not altered, added, deleted, or changed the records in any way.

I understand that any person who knowingly falsifies, conceals, or covers up a material fact, makes a materially false, fictitious, or fraudulent statement or representation, or makes or uses a false writing or document knowing it contains a materially false, fictitious or fraudulent statement or entry to obtain compensation under the CICP, or who knowingly accepts compensation to which that person is not entitled, may be subject to civil, administrative, and felony criminal penalties, which may be punishable by a fine, imprisonment or both.

I have read and understand the above statements and certify under the penalty of perjury that they are true and correct.

Signature 		Date	

Please submit this form online at injurycompensation.hrsa.gov (preferred).  If you cannot submit the form electronically, please send it to the following address:

Health Resources and Services Administration
Countermeasures Injury Compensation Program
5600 Fishers Lane, 14W-18
Rockville, MD 20857


PUBLIC BURDEN STATEMENT The purpose of this data collection is to gather information to allow the Secretary of Health and Human Services to determine if requesters are eligible for Countermeasure Injury Compensation Program (CICP) benefits. Requesters (or their representatives) must submit appropriate documentation forms and relevant medical records as specified in Section 42 CFR 110.50-110.53 to the CICP. An agency may not conduct or sponsor, and a person is not required to respond to, a collection of information unless it displays a currently valid OMB control number. The OMB control number for this information collection is 0915-0334 and it is valid until 4/30/2026. This information collection is required to obtain or retain a benefit (42 CFR Part 110). Access to these records is strictly limited to authorized users who are aware of their responsibilities under the Privacy Act and who are required to maintain Privacy Act safeguards with respect to such records. The System of Records Notice for Injury Compensation Programs, HHS/HRSA/HSB, System No. 09–15–0056, identifies authorized users. Public reporting burden for this collection of information is estimated to average 5.1 hours per response, including the time for reviewing instructions, searching existing data sources, and completing and reviewing the collection of information. Send comments regarding this burden estimate or any other aspect of this collection of information, including suggestions for reducing this burden, to HRSA Reports Clearance Officer, 5600 Fishers Lane, Room 14N136B, Rockville, Maryland, 20857 or paperwork@hrsa.gov. Please do not send documents related to an individual claim to paperwork@hrsa.gov.


