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DATE: ___________________

RE:  _______________________________
Dear Treating Physician, 

Your patient has elected to utilize our services for manual therapy and/or massage therapy and has requested that services be billed to their insurance carrier. To meet insurance and regulatory requirements, a properly completed and signed physician prescription is required.

Enclosed is a prescription form with the physical procedures and modalities pre-marked that fall within our scope of practice, professional training, and state licensure. If these procedures and/or modalities meet your approval, please indicate the applicable diagnosis for which you are referring to treatment.

Once completed and signed, we kindly ask that the prescription be faxed back at your earliest convenience. All treating therapists at our clinic are appropriately trained and competent in advanced therapeutic techniques and relevant certifications. We maintain accurate and timely medical documentation and progress notes, which will be made available upon request.

Thank you for your time and for your trust in our therapeutic services in the care of your patient.
In good health,

Amber Koompin, LMT 

Idaho Medical Massage
(208) 244-0941
FAX#: 844-440-2161
www.idahomedicalmassage.com
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