American United Care llc
    81 lowry avenue ne #126
 Minneapolis, MN
Tel: 612-2559-8026
Fax: 612-259-8027
Authorization For Change of Provider

I.  Client’s Personal Information

____________________((((((((((((((((((__________
_______(((((((((((__((_______

Client Name





            Social Security #

____((______(____  
_______
_____(________________
_______________((______

Date of Birth

Sex

Phone Number

             MA Number

_________________________(((((((((((((________     ____(((((((((((((((________________


Address






    City

_________
____________
            __________________________________

State

Zip Code

County







II.  General  Information

Physician Name___________((((((((((((((((((((((________((((((___________


Phone Number _______________________    Fax Number _______________________

III.  Current Agency

Agency Name___________((((((((((((((((((((((__________((((((((_________


Phone Number _______________________    Fax Number _______________________

Contact Name ____((((((((((((((((((((((((((((((((((((___________________

Last Date of Service(((((((((((((((((((((((((((((
   I authorize American United Care to provide PCA services to me starting (((((/(((((/(((((((((.  

   The above information will be used to complete your request to transfer your prior authorization    

   to Company Name.

   _______________________________________________
______________________

  Client Signature






Date
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