
 

 

 
 
Patient Referral Request 
 
Referring Vet:    Name of Practice: 
 
Report method of choice (please provide details) 
Email:    Telephone:    Fax: 
 
Pets Name:  Owner Name:    Contact Phone: 
 
Diagnosis & Date: 
 
Tests Performed- X-rays □ 
Myelogram □ 
MRI □ 
Blood Tests □ 
Joint Fluid Samples □ 
Other 
Relevant History: 
 
 
Current Medication: 
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 
Owner Pre-Referral Information 
please fill in questionnaire below to bring to your appointment. 
 
Pets Name:    Breed:    Date of Birth: 
Weight:    Sex:  
Medical History (i.e. diabetes, colitis): 
 
When were symptoms first noticed/ duration of injury? 
 
Exercise prior to injury (in minutes):   Exercise now: 
Desired exercise level following treatment: 
List the problems you see at home (i.e.worse after rest, stopped 
jumping): 
1/ 
2/ 
3/ 
4/ 
Active Pet Rehabilitation will not share your details with any third 
parties. 


