MOLINA HEALTHCARE FRAUD, WASTE, AND ABUSE TRAINING ATTESTATION
Name: ______________________________	Position/Title: ______________
NPI Number: _______________________ CAQH ID, if applicable: ________________
Training Completion Date: __________________

I attest that I have completed the required Fraud, Waste, and Abuse (FWA) Training for COMPANY as a participating provider or staff member serving Molina Healthcare members, and that I have reviewed the Fraud, Waste and Abuse provisions of the Molina Healthcare of Florida, Inc. Medicaid Provider Manual (Provider Handbook), 2026 edition, Compliance section, beginning on page 133.
I further attest that I understand the definitions of fraud, waste, and abuse set forth in 42 CFR 455.2 and the examples of provider fraud, waste, and abuse described in the Provider Manual, and my obligations under the Federal False Claims Act (31 U.S.C. §§ 3729 to 3733), the Florida False Claims Act (ss. 68.081 to 68.089, F.S.), the Anti-Kickback Statute (42 U.S.C. § 1320a-7b(b)), the Physician Self-Referral (Stark) Law, and the Deficit Reduction Act of 2005, including the whistleblower protections afforded to individuals who report in good faith.
I further attest that I understand my obligation to conduct all professional activities with honesty and integrity; to bill only for services actually rendered, medically necessary, and properly documented; to never falsify, alter, or backdate records; to never balance bill a Molina member for covered services; to cooperate with Molina audits and produce requested records timely and without charge; to report and return any identified overpayment within 60 days of identification; and to promptly report any known or suspected fraud, waste, or abuse to my supervisor, the Company Compliance Officer, the Molina AlertLine at (866) 606-3889 or MolinaHealthcare.AlertLine.com, or the Florida Medicaid Consumer Complaint Hotline at 1-888-419-3456. I understand that reports may be made confidentially or anonymously and that retaliation against any individual who reports in good faith is prohibited.
By signing below, I confirm that the information provided is true and accurate to the best of my knowledge. I understand that this attestation may be maintained in my personnel file and may be provided to Molina Healthcare upon request.

Signature: ___________________________
Printed Name: _______________________
Date: _______________
MOLINA HEALTHCARE DUTY TO REPORT TRAINING ATTESTATION
Name: ______________________________	Position/Title: ______________
NPI Number: _______________________ CAQH ID, if applicable: ________________
Training Completion Date: __________________

I attest that I have completed the required Abuse, Neglect, and Exploitation (Duty to Report) Training for COMPANY as a participating provider or staff member serving Molina Healthcare members, and that I have reviewed the Reporting of Suspected Abuse, Exploitation and/or Neglect provisions of the Molina Healthcare of Florida, Inc. Medicaid Provider Manual (Provider Handbook), 2026 edition, pages 104 through 106, which require all Molina direct service providers to complete this training.
I further attest that I understand that I am a mandatory reporter under Chapter 39, F.S. (s. 39.201) with respect to children and under Chapter 415, F.S. (s. 415.1034) with respect to vulnerable adults; that I must immediately report any knowledge or reasonable suspicion of abuse, neglect, or exploitation of a child, aged person, or disabled adult to the Florida Abuse Hotline at 1-800-96-ABUSE (1-800-962-2873), TTY 711 or 1-800-955-8771, or through the Department of Children and Families online reporting portal; and that I must not delay a report in order to investigate, verify, or obtain permission from a supervisor.
I further attest that I understand my obligation to also report adverse or critical incidents involving abuse, neglect, exploitation, major illness or injury, involvement with law enforcement, elopement or missing persons, or major medication incidents to Molina immediately using the Critical Incident Form emailed to MFLQIAlerts@MolinaHealthcare.com, within 48 hours for MMA providers and within 24 hours for HCBS providers; to notify my supervisor and the Company Compliance Officer after a report has been made; to maintain documentation of the suspected abuse, neglect, or exploitation and the report in a confidential file kept separate from the member record and available to Molina or any State or Federal agency upon request; and to cooperate with any investigation by the Department of Children and Families, law enforcement, the Agency for Health Care Administration, or Molina Healthcare. I understand that a person who reports in good faith may be immune from liability, and that knowingly and willfully failing to report is a felony under Florida law.
By signing below, I confirm that the information provided is true and accurate to the best of my knowledge. I understand that this attestation may be maintained in my personnel file and may be provided to Molina Healthcare upon request.

Signature: ___________________________
Printed Name: _______________________
Date: _______________
MOLINA HEALTHCARE HUMAN TRAFFICKING AWARENESS TRAINING ATTESTATION
Name: ______________________________	Position/Title: ______________
NPI Number: _______________________ CAQH ID, if applicable: ________________
Training Completion Date: __________________

I attest that I have completed the required Human Trafficking Awareness Training for COMPANY as a participating provider or staff member serving Molina Healthcare members, and that I have reviewed the Identifying Victims of Human Trafficking provisions of the Molina Healthcare of Florida, Inc. Medicaid Provider Manual (Provider Handbook), 2026 edition, page 107.
I further attest that I understand that human trafficking, as defined in s. 787.06, F.S., includes the recruitment, transport, harboring, or obtaining of any person for the purpose of labor or sexual exploitation, and that individuals with disabilities, children, and other vulnerable members are at heightened risk. I understand the red flag indicators that may suggest a member is being trafficked, including a controlling third party who refuses to allow the member to speak privately, inconsistent or scripted accounts of injuries or living arrangements, lack of personal identification or control over personal documents, and signs of physical abuse, malnourishment, or fearfulness.
I further attest that I understand my obligation to report known or suspected human trafficking involving a child or vulnerable adult to the Florida Abuse Hotline at 1-800-962-2873 (1-800-96-ABUSE); to contact law enforcement by calling 911 when a person is in immediate danger; to connect members and families with the National Human Trafficking Hotline at 1-888-373-7888, by texting HELP to BEFREE (233733), by email at help@humantraffickinghotline.org, or online at humantraffickinghotline.org, for safety planning, emotional support, and connection to local resources; to notify my supervisor and the Company Compliance Officer following any report; and to respond to suspected victims in a trauma-informed manner that protects their safety and confidentiality.
By signing below, I confirm that the information provided is true and accurate to the best of my knowledge. I understand that this attestation may be maintained in my personnel file and may be provided to Molina Healthcare upon request.

Signature: ___________________________
Printed Name: _______________________
Date: _______________
MOLINA HEALTHCARE CULTURALLY AND LINGUISTICALLY APPROPRIATE SERVICES (CLAS) TRAINING ATTESTATION
Name: ______________________________	Position/Title: ______________
NPI Number: _______________________ CAQH ID, if applicable: ________________
I attest that I have completed the following Molina Healthcare Culturally and Linguistically Appropriate Services training modules for COMPANY on the dates indicated:
	☐  Module 1: Introduction to Culturally and Linguistically Appropriate Services
	Date: __________

	☐  Module 2: Health Outcomes
	Date: __________

	☐  Module 3: Seniors and Persons with Disabilities
	Date: __________

	☐  Module 5: Providing Culturally and Linguistically Appropriate Services
	Date: __________


I further attest that I understand my obligation to deliver services to all Molina Healthcare members in a manner that respects each individual’s culture, language, age, disability status, and health literacy, consistent with the National CLAS Standards published by the U.S. Department of Health and Human Services Office of Minority Health, Title VI of the Civil Rights Act of 1964, Section 504 of the Rehabilitation Act of 1973, the Americans with Disabilities Act, and Section 1557 of the Affordable Care Act.
I further attest that I understand my obligation to notify members that interpreter and auxiliary aid services are available at no cost, to provide reasonable accommodations for members with disabilities, to never ask a family member, friend, or minor to interpret, to document the member’s language preference and any interpreter services provided in the member’s record, and to provide members who raise a discrimination concern with the contact information for the Molina Healthcare Civil Rights Coordinator and the HHS Office for Civil Rights.
I further attest that I have updated my CAQH profile, if applicable, to reflect completion of this training.
By signing below, I confirm that the information provided is true and accurate to the best of my knowledge. I understand that this attestation may be maintained in my personnel file and may be provided to Molina Healthcare upon request.
Signature: ___________________________
Printed Name: _______________________
Date: _______________
