
 

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:__________________________________________________ 


