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Patient Name: __________________________________________ 
 
 
This patient is being referred for massage therapy treatment. 
 

Comments:____________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

___________________________________________________________________ 
 
 
 
 
 
 
________________________________ ______________________________ 
Business/Clinic Name     Date   
 
 
________________________________ ______________________________ 
Practitioner Name and Designation   Practitioner Signature 
 

 
 

REFERRAL FORM 
for Massage Therapy 


