
Alleviate Massage Therapy | info@alleviatemassagetherapy.com 
780-412-1028 | 4825 89 St Edmonton, AB T6E 5K1 

 
 

REFERRAL FORM 
 
 
 

 
 
This referral for massage therapy treatment is for ____________________________________. 
         Client’s Name 
 
 
 

 

Comments:____________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 
 
 
 
 
________________________________ ______________________________ 
Business/Clinic Name     Date   
 
 
________________________________ ______________________________ 
Practitioner Name and Designation   Practitioner Signature 

 
 
 


