- SPECIALIST TREATMENT WAIVER:

(Patient Name) - .- —

o - _member, without the required:
‘(Insm'ance Company) - ST

referral/authonzatlon numbel from rny prlmaly care physmlan As result I -

A' agree that I shall be 1espon51ble f01 payment in qu f01 any charges related to. -

© services pr0v1ded to me or my dependent at this ofﬂce 1f T fail to prov1de the

' speelahst ‘with a 1efer1 al/authonzatlon number that was 1ssued tnnely

SIGNED: . .~ ..

- DATE:

. WITNESS .

ThlS waiver is bemg used to eitsure the mteguty aud pulpose of the prunary care physwlan

referr al/authonzq.tlon process.




