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Description automatically generated]                                                                                                   (Palm Beach) Office 561-374-5700 
(Palm Beach) Fax 561-735-7069 
Email: PalmBeachAuthorizations@baptisthealth.net
Authorization – Permission Form
Date: ___________________ Group/Practice Name: ________________________________________________________________
Office Mailing Address: ________________________________________________________________________________________
Group TID#: ___________________________________________ Group NP#I:____________________________________________
Phone Number:   _______________________________________ Fax Number: ___________________________________________
Office Contact Name: ___________________________________ Back-Line (if avail): ______________________________________
Email Address (if applicable): ___________________________________________________________________________________
1) Office MUST submit Prescription, Clinical Notes and Patient Demos TOGETHER when requesting authorization assistance.  If these documents are not received, the authorization team will not be able to process the request.
2) Please do not encourage the patients to schedule themselves.  Remind them they will be contacted within 48 hours to schedule an appointment.
3) For authorization status please contact the authorization phone number listed above.
4) If the original order changes for any reason, please submit all updated documents with changes.

Ordering Providers (incl PA’s & ARNP’s):
1. Name: _______________________________________________________________________________________________  
NPI #: ___________________________________  BCBS Provider ID#: ____________________________________________
2. Name: _______________________________________________________________________________________________  
NPI #: ___________________________________  BCBS Provider ID#: ____________________________________________
3. Name: _______________________________________________________________________________________________  
NPI #: ___________________________________  BCBS Provider ID#: ____________________________________________
4. Name: ________________________________________________________________________________________________  
NPI #: ___________________________________  BCBS Provider ID#: _____________________________________________
5. Name: ________________________________________________________________________________________________  
NPI #: ___________________________________  BCBS Provider ID#: _____________________________________________
6. Name: ________________________________________________________________________________________________
NPI #: ___________________________________  BCBS Provider ID#: _____________________________________________

AUTHORIZED SIGNATURE:  __________________________________________________   BAPTIST REP_____________________________________
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