
Medical Treatment Authorization 

Date: [Insert Date] 

To Whom It May Concern, 

I, [Patient's Full Name], hereby authorize [Healthcare Provider's Name] to provide necessary 

medical treatment as required for my condition, which includes but is not limited to [specific 

procedures or treatments]. 

This authorization is valid until [expiration date or condition]. I understand that this information 

may be necessary for my insurance claims processing with [Insurance Company Name] under 

policy number [Policy Number]. 

Please do not hesitate to contact me at [Patient's Phone Number] or [Patient's Email] should you 

require any further information. 

Thank you for your attention to this matter. 

Sincerely, 

[Patient's Signature] 

[Patient's Printed Name] 

[Patient's Address] 

[Patient's Date of Birth] 


