

[bookmark: _GoBack]NEW PATIENT AUTHORIZATION FORM

Provider Name: ___________________________ 		Date: _______________
Subscriber’s Name: ________________________		DOB: ________________
Patients Name: ___________________________		DOB: ________________

Patient Address:     ________________________________
			________________________________

Subscriber’s Address:     ________________________________
(If Different)		         ________________________________

Insurance Company: ________________________________
Policy Number: ____________________________________

OFFICE USE ONLY

Date: ______________
Authorization #: ___________________________                Ineligible to see patient
Number of Visits: __________________________
Co-pay: __________________________
Fax to: (774) 255-1978 or (866) 437-5208
THIS NOTICE IS NOT A GUARANTEE OF PAYMENT. BENEFITS ARE SUBJECT TO ALL CONTRACT LIMITS AND THE MEMBERS STATUS ON THE DATE OF SERVICE. ACCUMULATED AMOUNTS AS DEDUCTIBLE MAY CHANGE AS ADDITIONAL CLAIMS ARE PROCESSED.
