Atlantic Health Employer Request & Authorization
Urgent Care

(Information must be provided by a Designated Employer Representative (DER) or their C/TPA per 49 CFR 40.)
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We are authorizing Immediate Care to provide services to our employees. By doing so, we acknowledge that, if the claim is denied by the workers
compensation insurance carrier/TPA, we will notify Immediate Care of the denial and will be responsible for the payment of all services.
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