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AUTHORIZATION FOR MEDICAL TREATMENT

Supervisor_____________________________ Job Site Location _____________________________________

At
Address ____________________________ City ____________ Zip __________ Phone _________________

Hereby Authorize

Hospital: ________________________________________
To Treat

Patient Name: _________________________________________________

For (Nature of Complaint) ________________________________________

Billing Information: 12210 A US 90 East, Houston, TX 77049

AUTHORIZED BY

Signature __________
Treatment for Indicated Condition

Title

Date


