CITY OF EDINBURG

AUTHORITY FOR MEDICAL ASSISTANCE

TO:  ________________________________
Date:  _________________

You are hereby authorized to perform or deliver medical assistance, service, or supplies to the following named City of Edinburg employee, who has reported an on-the-job injury:

Name:  ________________________________
Dept/Division:  __________________________
Date of Injury:  __________________________
Type of Injury:  _________________________

Comments:  _________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Note:  Each medical office, doctor or pharmacy must be provided an Authority each time the employee needs assistance.



Approved:  ________________________________



Title:  ____________________________________

Please forward all injury-related billings and medical reports for consideration of payment, directly to our Workers’ Compensation claim service contractor:

TRISTAR RISK MANAGEMENT
P. O. Box 60072
Corpus Christi, TX. 78466
1-800-593-0020

or
(361) 857-0115
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