
 
 

 
 
 
 

        Pre-Authorization         Retroactive 
 
 
Patient Name:                            Male 
     Last               First        Female 
 
Mailing Address:  
       
                       
     City        State       Zip 
 
Phone Number:  
 
Social Security Number:              Date of Birth: 
 
Hospice Provider: 
 

Physician’s Name: 
 

Hospice Address: 
 

Physician’s Address: 
 

Hospice Phone Number: 
 

Physician’s Phone Number: 
 

Hospice Fax Number: 
 

Physician’s Fax Number: 
 

Hospice Contact: 
 

Diagnosis: 
 

 
 
 

AUTHORIZATION REQUEST 
 
Hospice Start Date:                   From: 

Dates of Service Requested:   
                         To:   

 
Transport From: 
 
 

Transport To: 

 
On behalf of Hospice & Palliative Care of Western Colorado, I do hereby authorize  
to transport the patient identified above and agree to have Hospice & Palliative Care of Western Colorado 
accept any charges related to this transport. 
 
 
 
                             
Print Name           Sign Name           Date 
 
 
 

 
 
 
 
 

HOSPICE PAYMENT 
AUTHORIZATION REQUEST FORM 

330 S 6th Street                           Office:  (970) 244-1467 
Grand Junction, CO  81501                        Fax:     (970) 244-1471   
Becky Ottman, Administrative Assistant       Non-Emergent Ambulance Dispatch:  (970) 242-HELP (4357) 


