Dear Physician:

A patient under your care, with a history of malignancy, has come to receive massage/reiki at   Innerwork Massage.  For most clients with a history of cancer, only small modifications are necessary in the massage session. However, it is important that we receive as much information as possible about the client’s condition in order to practice safely.  If you have questions or would like to speak to us directly please forward all questions via email to innerworkmassage@gmail.com  and someone will be happy to call you back. 
Please help us clarify the following issues and provides us with some guidance in seeing your patient.

Client Name: ___________________________Type of Cancer:__________________________________

1. Were any lymph nodes treated with radiation or removed by surgery with this patient?

Massage and pressure could aggravate or precipitate an episode of lymphedema.

Yes    No

2. Is there known history or risk of lymphedema in this patient?  Yes    No

If yes then where?  ________________________________________

3. Are there any identified bony metastases or risk of bony metastasis in this patient?  Yes    No

If yes then where? Please be very specific.____________________________________

4. Is there any history or risk of thrombosis in this patient, secondary to medications, inactivity, recent surgery, or malignancy?  Yes    No

5. Is the patient taking any medications related to the malignancy or its treatment?  Yes    No

6. If yes please list the medications

	List Medications
	List conditions the medications prescribed to treat:
	List any notable or likely side effects or adverse reactions in this patient:

	
	
	

	
	
	

	
	
	


Please use separate sheet do list all medications if necessary. 

Reactions or side effects to noted, above, include the following- Diminished or altered sensations, changes in perception, skin reactions, easy bruising or bleeding, elevated risk or thrombosis, anemia, reduced WBC .

7. Below, please describe any additional concerns or precautions we should follow when providing massage to your client. 

	

	

	

	

	

	

	

	


Clients Name__________________________________________ has my permission to receive  

(please print)

 relaxation massage at Innerwork Massage 

I have reviewed this patient’s record and read the above cautions pertaining to massage. I have read through the common massage therapy adjustments above, and added any of my own concerns. I approve the patient for massage sessions with the above restrictions.
Physician Signature________________________________   Date_____________________

Physician’s Printed Name______________________________________________________
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