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Date:

Client Name: Phone Number:

Patient Name:

Species: Breed:
Age: Weight: Sex: Color:
Referring Clinic Information:

Clinic Name: Phone Number:

Veterinarian Name: Fax Number:

Primary Care Veterinarian (if different):

Clinical Condition/Diagnosis:

Onset/Surgery Date:

Current Treatment/Medications:

Special Instructions/Precautions:

Referring Veterinarian Signature:

*Completion of this form authorizes evaluation and enroliment in rehabilitative therapy for the patient noted above.
Medical management of this case is to be conducted by the referring and/or primary care veterinarian. Clients seeking
medical service(s) other than rehabilitative therapy will be directed to the referring veterinarian, primary care veterinarian
or appropriate specialty center.

1220 Montgomery St. West Lafayette, IN 47906 p. 765-463-0221 f. 765-464-1417
www.petmedspaandrehab.com



