
 

 

770 W. Jericho Tpke, Huntington, NY 11743 
Phone: (631) 923-2530 Fax: (631) 498-6456 
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Rehabilitation Referral Form 

Date: ____________ 
 
Client Name: __________________ 
Address: _____________________________________________________ 
Phone Number: ________________ 
 
Patient’s Name: ________________ 
Breed: ____________ 
Sex: ______________ 
DOB: _____________ 
 
Referred By:  
Veterinarian: __________________ 
Hospital Name: _________________________________________________ 
Phone Number: _____________________ 
 
Patient History 
Past Medical History Including Date(s) of Onset: ___________________________ 
____________________________________________________________  
Past Surgical History and Dates: ______________________________________ 
 
Current Clinical Condition: _________________________________________ 
 
Current Medications: _____________________________________________ 
 
Known Allergies: ________________________________________________ 
 
Current Area(s) in Need of Rehabilitation: _______________________________ 
 
Special Notes: __________________________________________________ 
 
*Please email or fax all pertinent medical records and diagnostics (including radiographs) with this 
form to Physicaltherapy@goldcoastcvc.com or fax to 631-498-6456. This form can also be accessed 
from our website at www.goldcoastcvc.com. 
 

Thank you for your referral! 
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