
Does your Insurance plan Require an Authorization? 

What you need to know... 

Some insurance plans require our office (the PCP) to seek authorization for your visit with a specialist or imaging facility 

before they will treat you.  This process is known as an Authorization.  In order to complete an authorization we must 

submit information to your insurance carrier for approval.  Most of this information we can gather from the specialists 

office and your medical file.   

However, some information can only be provided from you; our patient. 

Please use this form to help organize your visit with the specialist or imaging facility to prevent any delays in your care.  

You must inform Biggers Family Medicine of this information at least one week prior to your appointment with the spe-

cialist or imaging facility.  You may contact our office by phone at 813-655-4646 by fax at 855-366-8430 or use our       

patient portal at  www.biggersfamilymedicine.com  

How do the pieces fit together? 

Your 

Specialist 

Your 

Insurance Carrier 

Your 

Authorization 

Biggers Family Medicine complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national 
origin, age, disability, or sex. 

 

Facility Name:_____________________________ 

Date of your appointment:  ____/____/________ 

Time of your appointment:  _________________ 

Phone:            (________)________-___________ 

Fax number:  (________)________-___________ 

Physician you will be seeing (if known):   

__________________________________________ 

Treatment address:   

__________________________________________ 

 

Facility Name:_____________________________ 

Date of your appointment:  ____/____/________ 

Time of your appointment:  _________________ 

Phone:            (________)________-___________ 

Fax number:  (________)________-___________ 

Physician you will be seeing (if known):   

__________________________________________ 

Treatment address:   

__________________________________________ 


