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]Fgou have a medical condition that requires Permission from your doctor
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to receive massage, P]ease ask your doctor to fill this out before your
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massage, and bring it to your aPPointment.

Mary Teter, LMT 303-408-1751

Fractitioner/Clinic Name _ Fhone

Acldress

Patient Jnformation

Patient Name Date of Birth

Permission Granted to

Frovider Name Mary Teter, LMT

Spccialtg/Type of T reatment Massage Therapy

Reason for Permission
T here is no reason to believe that massage or bodgwork treatments will harm this Paticnt’s progress. [However,

Plcasc note the Fo”owing considerations

Dcscription of condition

Fossible interactions with medications

Special instructions

Permission Granted by
thsician/f‘lealth (are Provider Name

Fhone I ~malil (optiona])

thsician/]—‘lealth Care Providers Signature Date

[lease note: 5/70u/a/ you notice anﬂf/n'ng unusual ors{gn/}[/’cant c/uring treatment, not/@ the Prov/c/cr listed above
immedia te/y. Otherwise, any u/oa/ate at the conclusion of care would be appreciatcc/.



