
Elizabeth Belfry, Registered Massage Therapist, Certified Infant Massage Therapist – MaternityMassageTherapy.com 
 

Healthcare Provider Release for Infant Massage Lessons 
 
 
Your patient’s caregiver, _______________________________________________ , has requested massage therapy lessons for 
use with your patient, _______________________________________________ . As both a Registered Massage Therapist and a 
Certified Infant Massage Teacher, I’m qualified to provide the child with massage therapy myself, however, I feel it is 
more beneficial for the child if his/her caregiver is the one providing him/her with massage. My goal in teaching infant 
massage lessons is to ensure that the caregiver is capable of providing massage in a way that is both safe and 
beneficial for the infant. When a child is experiencing any healthcare complications or has any condition that would 
contraindicate massage, it is my policy to provide infant massage lessons only if the child’s Healthcare Provider has 
reviewed this request. Please verify your clearance of this request by signing below. Please also list any precautions or 
limitations which you feel to be appropriate. 
 
Thank you for your assistance, 
 
Elizabeth Belfry, RMT, CIMT 
Registered Massage Therapist - Certified Infant Massage Therapist 
250.893.1728 
MaternityMassageTherapy.com 
 
 
Precautions or limitations: ___________________________________________________________________________________________ 
 

____________________________________________________________________________________________________________________ 
 

____________________________________________________________________________________________________________________ 
 

____________________________________________________________________________________________________________________ 
 

____________________________________________________________________________________________________________________ 
 

____________________________________________________________________________________________________________________ 
 
 
Signature of Healthcare Provider: _________________________________________  Date: ______________________ 
 

Name of Healthcare Provider: ____________________________________________ 
 


