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REFERRAL FOR MASSAGE 

 
 
Patient: _________________________________________ Date: _____________ 
 
Specific Problem: ____________________________________________________ 
 
Diagnosis codes: 
 
! 723.1 cervicalgia  
! 846.0 lumbosacral sp/st 
! 847.2 lumbar sp/st 

! 728.85 muscle spasms 
! 847.0 cervical sp/st 
! 847.3 sacral sp/st  

! 784.0 headache 
! 847.1 thoracic sp/st 
! 729.1 fibromyalgia 

 
Other Diagnosis Codes:  
 
_____________________ 

_____________________ 

_____________________ 

_____________________ 

_____________________ 

_____________________ 

_____________________ 

_____________________ 

_____________________

 
Frequency of Massage: 
 
Number of Massages per week:  __________   Number of Weeks:  __________ 
 
 
! L & I Injury  ! MVA Injury ! Other
 
Prescribing Doctor: ____________________________________________________ 
 
Provider Number: _____________________________________________________ 
 
City: ___________________________ State: __________________ Zip: _________ 
 
Telephone: _______________________Fax: _______________________________ 
 
 
 
 
 
___________________________________________          __________________ 
Physician�s Signature                                                                                Date 


