
This form is used to obtain permission from the client’s physician to provide massage and 
bodywork to the client for an issue/condition for which they are seeking help.

Physician Name:__________________________________________
Physician Address:____________________________________________________________________
Physician Phone: (______)_________-_________________
Physician Email:__________________________________________

I hereby give consent for my patient ______________________________________ to receive professional, licensed Massage Therapy and Bodywork for the following issue/condition(s)______________________________________________________________________________________________________________________________________________________.
There is no reason to believe that Massage and Bodywork Therapy will harm this patient’s progress. However, please note that the following considerations / medications warrant special concern:_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
If you, the Massage and Bodywork Therapist, notice anything unusual or suspicious in the treatment or progress of this patient, please notify me immediately.
Physician’s Signature_____________________________________  Date:______/______/_________

Note to physician….
Thank you so much for your attention and time in completing this form. We only want to provide the best care for our client and felt this was a necessary step. We wish you a lovely day.
The Garden Day Spa and Salon, LLC
P.O. Box 8015 / 3660 Sunset Avenue, Rocky Mount, NC 27804
heathervrogers@gmail.com       252-451-9451
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