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HEALTH PLANS

Health Equity, Cultural Competency, and Bias
Training Attestation

Once completed, please email this form to providerrelations@solishealthplans.com.

| attest that | have read and understand the Solis Health Plan Health Equity,
Cultural Competency, Bias, Diversity and Inclusion training. | further attest
this information will be shared with applicable staff in my organization.

Name:

Title:

Organization Name:

Signature:

Date:
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