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Attestation for Surgeons Performing Gender Reassignment Surgery

This form is required for a surgeon to be designated a Washington Apple Health (Medicaid) Center of Excellence surgeon qualified to deliver surgical services under the Gender Dysphoria Treatment Program. You must be enrolled with Washington Apple Health (Medicaid).
This serves as attestation that, at a minimum, I have fulfilled all the following identified requirements:
 FORMCHECKBOX 
  I possess knowledge about current community, advocacy, and public policy issues relevant to transgender people and their families. (Knowledge about sexuality, sexual health concerns, and the assessment and treatment of sexual disorders is preferred.)
 FORMCHECKBOX 
  I endorse the Standards of Care for the Health of Transsexual, Transgender, and Gender-Nonconforming People, Version 7, as developed by the World Professional Association for Transgender Health (WPATH).
 FORMCHECKBOX 
  I agree to provide services consistent with the Gender Dysphoria Program defined by WAC 182-531-1675.
 FORMCHECKBOX 
  I have acquired specialized abilities in genital reconstructive techniques. (Please include supporting documentation, e.g., supervised training with a more experienced surgeon.)
The following reflects my experience, education and training, including dates and where received:
     
     
     
     
     
     
	I can perform the following surgeries under this program:

	  Breast augmentation (M to F)


  Breast reconstruction (F to M)


  Breast reduction (F to M)

  Electrolysis
  Facial surgery (F to M)
	  Facial surgery (M to F)

  Hysterectomy

  Orchiectomy

       Other (please specify):  ________________________ 


_________________________________________________________________     ________________________      
Print name                                                                                                                                Date
_________________________________________________       _______________________________________

Signature

                                                                       Apple Health Servicing NPI (if applicable)


Please return this form to Apple Health via fax 360-725-1328, or via email to transhealth@hca.wa.gov.
HCA 18-492 (9/15)
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