Soothing Rivers Massage
1312 E. Isaacs Ave.
Walla Walla, WA 99362                Phone: 509-527-1156             Fax: 509-522-4933


Massage Therapy Referral/ Prescription/ Treatment Plan
PATIENT’s NAME: ________________________________ DOB: _____________

PATIENT’s Contact: Phone: __________________________ Email: ____________________________

DIAGNOSIS CODES:

G56.0       ____ Carpal Tunnel Syndrome
G43.909   ____ Migraine

M54.2       ____ Cervicalgia Neck Pain
M54.12     ____ Cervical Radiculitis
M54.6       ____ Thoracic Pain
M54.50     ____ Low Back Pain unspecified
M54.9       ____ Dorsalgia Back Pain unspecified

M54.30     ____ Lumbago Sciatica
M79.7       ____ Fibromyalgia/ Myalgia/ Myositis M79          ____ Soft tissue unspecified 
M26.62     ____ TMJ Sprain /Strain
M25.519   ____ Pain in Shoulder Region

M62.838   ____ Spasm of muscle

R51.9       ____ Headache
S46.119A ____ Shoulder – Arm Sprain/Strain

S13.4        ____ Cervical Sprain/Strain

S23.3XXS ____ Thoracic Sprain/Strain

S33.5        ____ Lumbar Sprain/Strain

S33.8XXA ____ Sacral Sprain/Strain

_________ Other Dx _____________________
_________ Other Dx _____________________
CONDITION RELATED TO:
____ Auto Accident

____ Work Injury

____ Illness

____ Sports Injury: 
____ Other: 
DOI: ________________
Claim #: _____________

DURATION & FREQUENCY:
____times per week for ____weeks/months

____times per year

TREATMENT GOALS:
____ Decrease Pain

____ Decrease Inflammation

____ Decrease Muscle Tension / Spasms

____ Increase Mobility / Range of Motion

____ Other: ______________________________________

________________________________________​​​​​____________________________________

PHYSICIAN INFORMATION

Name of Referring Dr. _________________________________________________________________
Address: ____________________________________________City: ____________________________

State: _________Zip: ___________Phone#: __________________Fax#: ______________________
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. 












