Pre-Authorization Request for Medical
Procedure

Date: [Insert Date]
Patient Name: [Insert Patient Name]
Patient ID: [Insert Patient ID]
Insurance Provider: [Insert Insurance Provider]
Policy Number: [Insert Policy Number]
Procedure Requested: [Insert Procedure Name]
Provider Name: [Insert Provider Name]
Provider Contact Information: [Insert Provider Contact Info]
Reason for Procedure:
[Insert a detailed explanation for the necessity of the procedure]
Supporting Documents:
e [Insert Document 1]
e [Insert Document 2]
e [Insert Document 3]
Please review this request and provide the necessary pre-authorization at your earliest
convenience. Should you require any additional information, do not hesitate to contact me at
[Insert Your Contact Information].
Thank you for your attention to this matter.
Sincerely,
[Insert Your Name]
[Insert Your Title]

[Insert Your Organization]

[Insert Your Contact Information]



