
 
 
 

PRE – CERTIFICATION FORM 
 

Patient: ________________________________  Age: ____   D.O.B: ___________________ 
 
Referred by :-  (G.P.)   __________________________  Date of referral: ________________ 
   
Referred to (Specialist): _______________________________________________________ 
 
Specialist/ Report: ____________________________________________________________ 
 
Medical History & Finding: _____________________________________________________ 
 
____________________________________________________________________________ 
 
____________________________________________________________________________ 
 
Diagnosis: __________________________________________________________________
  
Treatment/ Procedure Recommended: 
____________________________________________________________________________ 
 
____________________________________________________________________________ 
 
Physiotherapy  
____________________________________________________________________________
  
____________________________________________________________________________ 
 
____________________________________________________________________________ 
 
 
Proposed Date of Treatment: ___________________________________________________  
 
Any other information: ________________________________________________________ 
 
____________________________________________________________________________ 
 
____________________________________________________________________________ 
 
PLEASE INDICATE COPIES TO BE SENT TO: 
 
SURGEON/SPECIALIST :     HOSPITAL:  
 
INSURED/PATIENT:          
 
________________________________ ___  _______________ 
Physiotherapist/Representative Signature/Stamp          Date 
 
________________________________ ___  _______________ 
Insured/Patient’s Signature        Date 
 

NOTE: Treatment must be completed within 30 days from the date of this authorisation 
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