Specialist Referral Authorization
Date: [Insert Date]
[Patient's Name]
[Patient's Address]
[City, State, Zip Code]
To Whom It May Concern,
| am writing to authorize a referral for my patient, [Patient's Name], who is currently under my
care for the management of a chronic condition, specifically [Specify Condition]. After thorough
evaluation, it has become evident that specialized care is necessary to ensure optimal
management and outcomes.
Please find the necessary details below:
Patient Information:
« Name: [Patient's Name]
o Date of Birth: [Patient's DOB]
e Insurance Information: [Insurance Details]
Specialist Information:
Specialist's Name: [Specialist's Name]
Specialty: [Specialty]

Contact Number: [Specialist's Contact]
Address: [Specialist's Address]

It is critical that [Patient's Name] receives specialized care for the effective management of their
condition. Please feel free to contact me at [Your Contact Information] should you require
further information or clarification.

Thank you for your prompt attention to this matter.

Sincerely,

[Your Name]

[Your Title]

[Your Practice/Clinic Name]



[Your Address]
[City, State, Zip Code]

[Your Phone Number]



