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MASSAGE  THERAPY  PRESCRIPTION 
 
 

Patient  : __________________________________________ 
 
Date of Birth:   _________  /  _________  /  ____________ 

 
 

Diagnosis/code:   _________________________ 
 
Number of visits:   ______________ 
 
Frequency of visits:   _______ every  ________ wk / mo 
 
Start Date:   _______  /  _______  /  _________ 
 
End Date:   _______  /  _______  /  __________ 

 
 

_________________________________________________ 
Printed Name of Referring Provider 
 
Phone:  (________)        _________________________ 

 
Provider 
Signature:   _________________________________________ 
 
  Date:   _________  /  _________  /  ____________ 


