
 

Client Name __________________________________ Contact Phone Number _______________________________ 

Address _______________________________ City _____________________ State ________ Zip ________________ 

Patient Name _____________________________ DOB ___________________ Sex ___________ Weight ___________ 

Breed ___________________ Color ________________________  Neutered/Spayed   Yes / No 

Referring Veterinarian Please Complete the Following Form 

Referring Veterinarian ___________________________________ Clinic ______________________________________ 

Address _______________________________ City _____________________ State ________ Zip _________________ 

Contact Phone Number ___________________________ Ext _________ Fax ___________________________________              
Rehabilitation session notes will be faxed 

Reason for Referral/Working Diagnosis: _________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

Patient History/Medical Conditions (Please forward pertinent test results): _____________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

Treatments/Medications: _____________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

Relevant Information Regarding This Case: _______________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

In the process of physical rehabilitation it sometimes becomes necessary to change, add or prescribe pain medications.  
Would you prefer to do that yourself, or would it be acceptable for Dr. Lisa Ethridge to do that for pain medications 
ONLY? ____________________________________________________________________________________________ 

As the referring veterinarian, I understand that I remain the primary care provider. 

Signature: _____________________________________  Date: _____________________________ 


