
                      
 
                                AA AUTHORIZATION 

 
 

DATE: ________________________________________ 
 
PATIENT NAME: ______________________________ 
 
AGENT’S NAME: ______________________________ 
 
ADDRESS: ____________________________________ 
 
         ____________________________________ 
 
PHONE # _____________________________________ 
 
NAME OF INSURANCE COMPANY: ____________________________ 
 
ADDRESS: ___________________________________________________ 
 
         ___________________________________________________ 
 
PHONE #: ____________________________________________________ 
 
ADJUSTOR: __________________________________________________ 
 
CLAIM #: ____________________________________________________ 
 
DATE OF ACCIDENT: __________________________________________ 
 
LAWYER’S NAME: ____________________________________________ 
 
ADDRESS: ____________________________________________________ 
 
                    ____________________________________________________ 
 
PHONE #: _____________________________________________________ 
 
MEDICAL COVERAGE:_________________________________________ 


