
 
 

Pre-Authorization Request Sheet 
 

Date of Request: ____________________ 
 
Referring Physician Name:  ______________________________________________ 
Referring Office Contact:  ______________________________________________ 
Tax ID / Provider Number:  ______________________________________________ 
Patient Name: ___________________________________________________________ 
Policy Holder Name: _____________________________________________________ 
Insurance Company Name:  ______________________________________________ 
Insurance Phone Number: ______________________________________________ 
Patient ID #: ____________________________________________________________ 
Patient Social Security #: __________________________________________________ 
 
 
*** Please fax this form along with the required documents to 954-981-7238  *** 
 
 

 Requisition Form  
 Most Recent Doctor Notes 
 Diagnostic Reports (MRI, CT’s, PET Scans etc.) 
 Pathology Reports  
 

 
---------------------------------------------------------------------------------------------------------------------------  
 
*** For office use only: ***   
 
 
Appointment Date & Time: ______________________________________________ 
Authorization Dept. Phone #: ____________________________________________ 
Authorization #: _______________________________________________________ 
Auth. Expiration Date: __________________________________________________ 
Location: Hollywood / Pembroke Pines  
 
     
               2/12/09 


