Massage Prescription Form

HI-MED Therapeutic

Massage & Wellness Clinic

~

DWorkers Compensation

INo Fault

D Other

PATIENT NAME: DATE:
PHONE: CELL:

DOI: DOB:
INSURANCE Co.:

CLAIM : ADJUSTER:
DIAGNOSIS:

NUMBER OF VISITS PER WEEK: NUMBER OF WEEKS:
FROM: / / TO: / /

OBJECTIVES & GOALS:

PHYSICIAN NAME:

PHYSICIAN SIGNATURE:

DATE:

THERAPIST NAME:

THERAPIST SIGNATURE:

DATE:

HI-Med Therapeutic Massage & Wellness Clinic
1744 Liliha Street, Suite 206

Honolulu, HI 96817
p. 808.545.5478

f. 808.536.4810



