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3161 E Palmer- Wasilla Hwy, Ste 1A, Wasilla, AK 99654
Phone: (907) 351-2100    |     Email: bodymadix@gmail.com
Mailing Address:  PO Box 670202 • Chugiak, AK 99567
PATIENT REFERRAL FORM
Date: ____________________
Referring Provider Name: ____________________________________________________________________
Clinic / Facility: _____________________________________________________________________________
[bookmark: _Hlk197501874]Address: ________________________________City: _______________ State: ________ Zip: ____________
Phone: ___________________   Fax: ____________________   Email: ________________________________
Referred To: Body Madix Massage Therapy LLC
☐ Patient will call to schedule     ☐ Please contact patient to schedule
Patient Name: __________________________________________________   DOB: _____________________
Address: ________________________________City: _______________ State: ________ Zip: ____________
Phone: ____________________     Email: ________________________________
Referral Type: Massage Therapy 
Diagnosis 1: ____________________ Description: ________________________________________________
Diagnosis 2: ____________________ Description: ________________________________________________
Diagnosis 3: ____________________ Description: ________________________________________________
Treatment Plan - Duration: _____ wks   Frequency: _______ x/wk
Special Notes / Clinical Instructions:
____________________________________________________________________________________________
____________________________________________________________________________________________
Referring Provider Signature & Title: _____________________________________  Date: _______________
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