DA™ Q)L 5% ./ MO* 1885 *4")5. 88



/-

|

'V

A e ‘—-"—"" G B s«m ]

--lh- Ao e . PSS A .‘s—.. . &

b

L

b
Massage Medical Clearance Form

Patient Name:
DOB: / / Email address:
Phone Number:

Name of Physician (print/type):
Date:

Signature of Physician:
Address:
Phone Number:

I, the above-signed Physician, give clearance for my patient, named above to receive the
following types of Massage Therapy:

[] Swedish massage [] Thai Massage [] Tui Na
[] Deep Tissue massage [] Shiatsu [JReflexology
[J The patient is not cleared for massage at this time.

Reason:

Recommendations/Restrictions:




