
 

Veterinary Referral Form  

Referring Veterinarian Information  

Veterinarian Name: __________________________________________  

Clinic Name: _______________________________________________  

 
Patient Information  

Owner Name: ______________________________  

Phone Number: ____________________________  

Pet's Name: _______________________________  

Species/Breed: ____________________________  

Age: _______ Weight: _______  

Medical History & Reason for Referral  

Primary Diagnosis:_________________________________________________________________  

Secondary Conditions: ______________________________________________________________  

Other Relevant Medical History:  

_________________________________________________________________________________  

Updated Rabies Vaccination? Yes or No  Date: _________________________ 

Requested Rehabilitation Services  

[ ] Evaluate and Treat 

Other Instructions : _______________________________________________________ 

Referral Authorization  

I, Dr. _________________________, authorize Companion Animal Rehab to provide 

rehabilitation services for the above-named patient.  

Signature: _____________________________________________________  

Date:  _____________________ 

 

Companion Animal Rehab | 276-780-5502 | companionanimalrehab1@gmail.com  


