
Medical Procedure Authorization Form

Patient Information

Full Name 

Date of Birth 

Patient ID / MRN 

Address 

Phone Number 

Email 

Procedure Information

Procedure Name 

Scheduled Date 

Physician/Provider Name 

Procedure Description 

Purpose and Potential Risks 

Authorization

Authorization Statement 

I authorize [Provider Name] to perform the procedure described above. I acknowledge that I have been informed about the risks, benefits, and alternatives, and all my questions have been answered.

Patient Signature Sign here

Date 

Provider Signature Sign here

Date 
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