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TRICARE PATIENT 

 

 

 

Date: __________________ 

 

 

I, _________________________________, understand that if a Tri-Care authorization cannot be obtained or 

approved, that I will be responsible for the balance of the visit dated __________________________. 

 

 

 

 

 

_________________________________________________ Date: ______________________________ 

(Responsible Parties Signature) 

 

 

 

_________________________________________________ Date: ______________________________ 

(Witness) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 


