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Veterinary Referral for Canine Rehabilitation

Clinic Information

Referring Veterinarian: __________________________________________________________________________

Referring Clinic:_______________________________________________________________________________

Clinic phone number: _________________ Clinic Email:______________________________________

Client Information

Owner’s name: ________________________________________________ Phone: ______________________

Email:_________________________________________

Owner’s Address: __________________________________________________________________________________

Patient Information

Dogs name: ________________________________ Breed: _____________________ DOB/Age: _________

Sex: ______________ Colour: ____________________

Date of last rabies vaccination: ________________________

Diagnosis/Reason for Referral:

Diagnostic tests performed (please send any reports/diagnostics/relevant medical history with referral form):

Current medications & supplements:
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Previous medical history:

Special requests/comments:

Thank-you for your referral. With completion of the above information, the referring veterinarian consents to
rehabilitation for the patient listed above. The veterinarian is aware that all therapies will be provided by a Certified
Canine Rehabilitation Practitioner (CCRP). We will perform a rehabilitation assessment and then develop an
individualized rehabilitation program for your patient. We will provide regular progress reports. Please feel free to
contact us if you have any questions or concerns.

__________________________________________________________ _____________________

Signature of Referring DVM Date


