PHYSICIAN ORDER
Patient name: ______________________________ DOB: _________________

FOR MASSAGE THERAPY
_____ P.R.N for stress reduction or relief of______________________________
_____ P.R.N for wellness and/or illness/injury prevention
_____ As specified:

Dx: _____________________________________________________________

________________________________________________________________

Physician’s Signature

________________________________________________________________

Physician’s Name, (Please Print)

________________________________________________________________

Physician’s  Street Address

________________________________________________________________

Physician’s City, State and Zip Code

________________________________________________________________

Physician’s Phone

