
 

7801 Schoon St, Ste B Anchorage, AK 99518 
PH: 760.523.8500  E: nikky@wildquartzwellness.com 

Physician Referral for Medical Massage

 

 

Doctor's Name: __________________________________________   License #: __________________________  

Practice Name: __________________________________________    Date of Prescription: _________________  

Phone: ______________________ Fax: ____________________ Email: _________________________________  

 

Patient: __________________________________ Phone: ____________________ D.O.B: __________________  

Area of focus: ______________________________________________________________________  

Diagnoses: ________________________________________________________________________  

Concerns/ Precautions: _______________________________________________________________  

 

(Please circle)  

Amount:  1  2  3  4         Frequency:  Week  Month  Year  

Time:  30 min  60 min   Length of treatment:  3 weeks  6 weeks  12 weeks  

Goals:  Improve joint mobility | Decrease pain | Balance anatomic system | Reduce mood swings  

 

Follow up Date: ___________________________  

Doctor Signature ___________________________________________ Date: ________________ 

 

 

 

 


