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AUTHORIZATION FOR WORKER’S COMP PATIENTS
Please complete the information below, and fax signed authorization to (781) 281-0928 or email to info@marchesesportstherapy.com
ONLY COMPLETED FORMS WILL BE ACCEPTED!

When completed authorization is returned to us, the patient may be seen for an appointment.  Please note we will NOT see a patient for an appointment until this form is returned to us.

PATIENT:__________________________D.O.B.:_______________PHONE:____________________

CLAIM #:__________________________________ D.O.I.: __________________________________

Please forward bills to:  (name of company and address)


 

_____________________________________________________


_____________________________________________________


_____________________________________________________


_____________________________________________________


Adjuster:  _____________________________ Email: ______________________________________


Direct Phone #:  _______________________ Direct Fax #:  ________________________________

*********************************************************************************************************************

*********************************************************************************************************************

PLEASE NOTE:  Authorization will only be accepted AS IS.  If ANY changes need to be made, please contact us at (781) 281-0051
I hereby authorize payment of $150.00 for an initial evaluation. I authorize payment of $125.00 for a follow up/treatment visits.
Signed:______________________________________ Date:________________________________
Marchese Sports Therapy

300 West Cummings Park, Suite 1650 Woburn, MA 01801
Phone (781) 281- 0051

Fax (781) 281-0928
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