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Tel. (603) 622-1112 
Fax. (888) 965-6870 

 

Thank you for the referral 

 

111 Riverway PL 

Bedford, NH 03110 

Referral for Treatment 
 

Referral Date: ______________ 

 

Referred by: _____________________________________ NPI: _________________________________________ 

 

Clinic/Hospital: ___________________________________ Add: _________________________________________ 

 

Tel. ____________________________________________ Fax. _________________________________________ 

 

Patient’s Name: __________________________________ DOB: ________________________________________ 

 

Referred For:      Comments: 

 Consultation & Assessment □ 

 Assessment & Treatment □ 

 Second Opinion   □ 

 

Primary Diagnosis:  (Note: Massage Therapists cannot diagnose) 

 

 

 

 

 

 ICD-10 Dx Code: _______________ 

 

Known Contraindications: 

 

 

 

 

 

 

 

Case history sent:  w/patient   separate cover  Fax 

 

Optional: 

 

# Visits / Week / # Weeks: _________________________   Session Length:  15  30  60 minutes 

 

 

 

__________________________________________________________ 
Signature      

 


