
CLIENT REFERRAL INFORMATION 
 
I am referring ________________________to you for Therapeutic Massage. 
 
INJURY INFORMATION: 
DOI: _____________________ 
 
Diagnosis with codes: 
____________________ ________ _____________________________  
 
TREATMENT INFORMATION: 
Please treat the above client with one or more of the following method(s): 
 
____ At Practitioner’s Option ____ Deep Tissue 
 
____ Trigger Points ____ Cross Fiber Friction 
 
____ Energy Techniques ____ Other ____________________________ 
 
Please treat the above client __________ time(s) per week for _______ 
weeks. 
 
Please update doctor with client’s progress: 
 
____ Every week ____ Every six weeks 
 
____ At end of treatment ____ Other____________________ 
 
Please make update in the form of: 
____ A telephone call ____ A treatment summary 
____ A progress report ____ Other______________ 
 
PHYSICIAN INFORMATION: 
 
Name of referring Dr. ________________________________________  
 
Provider Number: ___________________________________ 
 
Address: ______________________________ City:  
_____________________________________________________________ 
 
State: ________________________________ Zip: _______________  
 
Phone #: __________________________________________ 
 
Physicians Signature: _________________________________________ 
 
Date: _____________________________________________ 


