Fusion Therapeutics – Massage by Randie Elizabeth Piscitello

Physician Permission Form

www.roundrockfusion.com

512-576-9625

Physician’s Name: ______________________________________________________________________________

Physician’s Address: _____________________________________________________________________________________________

Physician’s Telephone: (______)___________________________________________________________________

I have been treating this patient since ____________________ for the following condition(s): _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
There is no reason to believe that massage or bodywork treatments will harm this patient’s progress. However, please note that the following consideration(s)/medication(s) warrant special concern:

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Physician’s Signature ______________________________________________Date_________________________
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