Sound Body Myotherapy and Massage                     
Phone: (360) 359-5841

Merey Kate Grearson, LMP                                                              Fax: (360) 350-3579

116 Pacific Ave NE 
                                                                          NPI #1134368509
Olympia, WA 98506

Massage Therapy Referral

(Prescription + Treatment Plan)

Today’s Date: ___________

Physician’s Name:____________________________________________________________________

Address: __________________________________________________________________________

Phone: ________________________________________________ Fax: _________________________

PATIENT’s NAME:____________________________________________ Date of Injury: ____________


DIAGNOSIS CODES:

723.1 ____ Cervicalgia
723.4 ____ Cervical Radiculitis

722.1 ____ Lumbar Disc Syndrome
724.1 ____ Thoracic Pain
724.2 ____ Lumbago

724.3 ____ Sciatica
729.1 ____ Fibromyalgia / Myalgia / Myositis

784.0 ____ Headache

840.9 ____ Shoulder – Arm Sprain/Strain

846.0 ____ Lumbosacral Sprain/Strain

847.0 ____ Cervical Sprain/Strain

847.1 ____ Thoracic Sprain/Strain

847.2 ____ Lumbar Sprain/Strain

847.3 ____ Sacral Sprain/Strain

847.4 ____ Coccyx Sprain/Strain
848.1 ____ TMJ Sprain/Strain
_________ Other Dx _____________________
_________ Other Dx _____________________
_________ Other Dx _____________________
_________ Other Dx _____________________
DURATION & FREQUENCY:

____ 1 x Week for _____ Weeks

____ 2 x Week for _____ Weeks

____ 3 x Week for _____ Weeks

____ 1 x Month for _____ Months

____ 2 x Month for _____ Months

Other: ____________________

CONDITION RELATED TO:

____ Auto Accident

____ Work Injury

____ Illness

____ Sports Injury: 
____ Other: ______________________________________

____________________________________________________________________________

TREATMENT GOALS:

____ Decrease Pain

____ Decrease Inflammation

____ Decrease Muscle Tension / Spasms

____ Increase Mobility / Range of Motion

____ Other: ______________________________________

________________________________________​​​​​____________________________________

REPORTING:
____ No report
____ Send report after initial visit

____ Send report after _____ visits 
____ Send report at end of prescription
____ Fax Info

____ Mail Info 
Additional Specific Instructions:

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

Physician’s Signature: _______________________________ NPI # _____________ Date: ___________

Massage Therapy is medically necessary for the patient listed above. Please treat the patient for the diagnosis indicated below. Follow the Duration & Frequency of Treatment prescribed. 











