Healthcare Treatment Authorization

Date: [Insert Date]

To: [Specialist's Name]

Address: [Specialist's Address]
City, State, Zip: [City, State, Zip]
Dear [Specialist's Name],

| am writing to authorize treatment for my patient, [Patient's Full Name], who has been referred
to you for further evaluation and management of [specific condition or diagnosis].

Patient Information:
Name: [Patient's Full Name]
Date of Birth: [Patient's DOB]

Insurance Provider: [Insurance Name]
Policy Number: [Policy Number]

Please proceed with the necessary evaluations and treatments as you deem appropriate. Should
you require any additional information or documentation, feel free to contact me at [Your Phone
Number] or [Your Email Address].

Thank you for your attention to this matter.

Sincerely,

[Your Name]

[Your Title]

[Your Practice Name]

[Your Contact Information]



