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PROVIDER'S NOTARIZED FACSIMILE OR STAMP SIGNATURE AUTHORIZATION 

  
State of ___________________________  

County of __________________________  

  
 
_____________________________________ being first duly sworn, deposes and says: I hereby 

authorize PGBA, LLC / TriWest Healthcare Alliance in the state of South Carolina to accept my 
facsimile or stamp signature shown below. 
 
 
  

(Facsimile, stamp or computer generated signature as it will appear on the claim form.) 
 
as my true signature for all purposes under TRICARE in the same manner as if it were my actual 

signature, including my agreeing to abide by the TRICARE payment system concept and the  

remainder of the certification normally signed by the source of care as it appears on all TRICARE 

claim forms. 

  
 
            
     __________________________________________ 
                Signature 
  
  
 
Subscribed and sworn to before me this ____________ day of _______________ 20____. 
  
                      ___________________________________________________ 
                              Notary Public in and for 
      
    ________________ County, State of _____________________ 
   
 
   
(SEAL) 
  
My Commission expires ________________________________________ 
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PROVIDER'S NOTARIZED SIGNATURE AUTHORIZATION 

  
State of ___________________________ 

County of __________________________ 

 
Know all persons by these presents:  

 That I, ______________________________ have made, constituted and appointed and 

by these presents do make constitute and appoint ______________________________ my true 

and lawful attorney-in-fact for me and in my name place and stead to sign my name on claims, for 

payment for services provided by me submitted to TRICARE. My signature by my said attorney-

in-fact includes my agreement to abide by the TRICARE payment system concept and the 

remainder of the certification appearing on all TRICARE claim forms. I hereby ratify and confirm 

all that my said attorney-in-fact shall lawfully do or cause to be done by virtue of the power 

granted herein. 

  
In witness whereof I have hereunto set my hand this ________day of _______________ 20___. 
    
 
                                                                    __________________________________________ 
        Signature 
   
 
 
 
 
Subscribed and sworn to before me this ____________ day of _______________ 20____. 
  
                      ___________________________________________________ 
                              Notary Public in and for 
      
    ________________ County, State of _____________________ 
   
  
(SEAL)  
  
My Commission expires _____________________________ 
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