
Client’s Name:						                                

Patient Referral Form

Address:

Phone Number:						          

CLIENT INFORMATION
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Patient’s Name:						                                

Canine

Breed: 						         

PATIENT INFORMATION

Feline

Male Female Spayed or Neutered Yes No

Referring Veterinarian:						                               

Clinic Name:

Clinical Condition:

REFERRAL INFORMATION

Onset/Surgery Date:

Medical History/Concurrent Issues:

Current Medications (including nutraceuticals): 

Please provide any relevant diagnostics performed (i.e. bloodwork, radiographs)



DESIRED OUTCOME (Check all that apply)
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Preferred email address to receive treatment plans and updates:

Improve function

Veterinarian’s Signature:						                                

Restore range of motion

Pain management Strengthening/conditioning

Weight loss Geriatric spa therapy

  Date:				  

Thank you for your referral. We will perform a rehabilitation assessment and then develop an individualized 
rehabilitation program. We will provide regular progress reports. Please feel free to contact us if you have any questions. 

Grey Bruce Pet Hospital
1393 16th Ave E, Owen Sound, ON N4K 0J3

519-376-7387
www.greybrucepethospital.com


