
 
 
 

PIONEER VALLEY BILLING 
 
 

AUTHORIZATION INFORMATION 
 
 

PROVIDER___________________________________ 
 
 

PATIENT NAME _______________________________ 

 
AUTHORIZATION # _____________________________ 
 
NUMBER OF SESSIONS AUTHORIZED_________________________ 
 
DATE RANGE OF SESSIONS AUTHORIZED _______________to _____________ 
 
FOR AUTHORIZATIONS CALL (______)________ ________ext__________ 
 
AUTHORIZATION FAX______________________________________ 


