
Attorney:_______________________________________________       __MVA     __WC      __ 3rd Party    __General

Any of the following CPT procedures and/or modalities, that are within this therapists scope of practice and training may be 
used as therapist/provider deems necessary during any treatment session. Conditions or prescriptions may require more units.

Doctors Office-Please fill out sections 1, 2, 3, and 4  

151 Molalla Ave., 
Oregon City, OR 97045 

P: (503)451-0212  
F: (503)451-5157

Patient Name:_______________________________Phone:___________________________ M____ F____ DOB:________

Insurance:______________________________Phone:______________________ Claim #___________________________
Must have DX and duration of treatment being referred for. 

Thank you   

1. Frequency: □ 3x a week for 4 - 6 weeks      □ 2x a week for 4 - 6 weeks □ 1x a week for 4 - 6 weeks
□ 1x every 2 weeks for 4 -6 weeks       □ 1x every 3 weeks for 4-6 weeks        □ 1x a month for 2 Months 
□ Other:_____________

□ 2 Units (23 - 37 Min) □ 4 Units (53 - 67 Min)2. Quantity: □ 1 Unit (8-22 Min)
□ 5 Units (68 - 82 Min)       □ 6 Units (83 -97 Min) □ 7 Units (98 - 112 Min)

3.***Please check visit tvpe***: □ XXA initial encounter □ XXD subsequent encounter

□ 3 Units (38 - 52 Min)
□ 8 Units (113 -127 Min)

4. Please check diagnosis  code
□ S13.4XX- Sprain of Cervical Ligament
□ S16.1XX- Strain of Cervical Muscle
□ S23.3XX- Sprain of Thoracic Ligaments
□ S33.5XX- Sprain of Lumbar Ligament
□ S39.012*- Strain of Lumbar Muscle
□ M25.20 Pain- Area(s)
□ M54.5 Low Back Pain- Lumbago
□ S33.6XX- Sacroiliac Sprain

□ M79. 1 Myalgia -Area (s) _____________________
□ M62.830 Muscle Spasm -Area (s) _____________
□ R51 Headache
□ M12.9 Arthropathy - Area (s) _________________
□ R26.2- Gait-Dizziness-Balance
□ M25.60 Stiffness Area (s) ___________________
□ M25.519 Uns. Shoulder □ M25.511(R)□  M25.512 (L)
□ Other:__________________________

THIS PRESCRIPTION SHALL SUFFICE AS A LETTER OF MEDICAL NECESSITY

Treating Provider:______________________________________________ NPI:_________________________________ 

Physicians Signature:_____________________________________________________ Date:_______________________ 

Referring Physician's Phone #:________________________________________ Fax#:_____________________________
Patients authorization for collaboration and sharing of medical records between prescribing physician and massage 
therapist.

I authorize (Facility Name)  ______________________and its Providers/Staff to use and disclose any and all specific 
health information, with my chosen Massage Therapist for the purpose of collaborating care, pertaining to my injury 
sustained on: (Date)______/_______/_______.

You may revoke this authorization in writing at any time. If you revoke your authorization, the information described 
above may no longer be used or disclosed for the purposes described in this written authorization. The only exception is 
when a covered entity has taken action in reliance on the authorization or the authorization was obtained as a condition 
of obtaining insurance coverage. To revoke this authorization, please send a written statement to your referring physician 
stating that you are revoking this authorization.

Patient Name: _______________________________________________Date: _____________________

Patient Signature: ____________________________________________
( ) Self            ( ) Parent/ Legal guardian

Individual or personal description of personal representative's authority - Privacy Act Statement- This information is 
protected under the Privacy Act of 1974 & shall be handled as 'for official use only". Violation of this may be punishable 
by fines, imprisonment or both.
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