Medicine of The People 
AnimalChiropractor.org 
Dr Paul “KiAtwsn” Paez, DC 
Portland, Oregon 
Phone: 541.799.6970 
Email: animalchiropractor4u@gmail.com

Veterinary Referral Form Date: ____________________ 
Client name: ______________________________ Client Phone: ________________________________ Pet’s name: _______________________________ Dog/Cat Bread: ________________________ 
Age: _______________ Sex: _______________
Referring Veterinarian: _____________________________________________________________________ 
Veterinary Clinic: ____________________________________________________________________________ 
Phone: _____________________ email: __________________________________________________ Pet’s diagnosis: _______________________ ________________________ ________________________ Date of Onset: _______________________ 
Client desires one or more of the following treatments. Please indicate if there is any clinical contraindication to the following:
___________ Chiropractic care (activator and/or manual adjustment)
___________ Therapeutic myofascial release
___________ Low Level Cold Laser Therapy If there are no contraindications, please indicate below: ___________ All treatments above are acceptable, except those indicated 
Relevant Medical & surgical history: ____________________________________________________________________________________________________________________________________________________________________ _____________________________________________________________________________________Medications:__________________________________________________________________________

Referring Veterinarian name: __________________________ 
Referring Veterinarian signature: _______________________ 

Email completed form to animalchiropractor4u@gmail.com Thank You!
