Medical Treatment Authorization for
Outpatient Services

Date: [Insert Date]

To Whom It May Concern,

This letter serves to authorize medical treatment for the following patient:
Patient Name: [Patient's Full Name]

Date of Birth: [Patient's Date of Birth]

Patient ID: [Patient's ID or Insurance Number]

Patient is authorized to receive outpatient medical services as recommended by [Name of the
Physician/Medical Provider] for the following condition(s):

[Detailed description of the medical condition or treatment required]
Authorized Services Include:

e [Service 1]

e [Service 2]

e [Service 3]

These services are approved for the period from [Start Date] to [End Date]. Please contact us at
[Phone Number] or [Email Address] for any questions or further information required.

Thank you for your attention to this matter.
Sincerely,

[Your Name]

[Your Title/Position]

[Your Organization/Practice Name]
[Your Contact Information]



