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Canine Rehabilitation

Veterinary Referral form

Jennifer Hill, PT-CCRP

406-431-8891

Date: ____________________________________________________

Name of Dog:______________________________________________

Name of Owner:____________________________________________

Rx: ______________________________________________________

· Canine Rehabilitation Evaluation

· Treatment as indicated below

(Treatment as appropriate

· Strengthening

· Stretching 

· Balance/Gait training

· Modalities:______________________________

· Home exercise program
Dr: _________________________________________________DVM

Canine Patient Intake Form:

Dog’s name:





Date:

Client’s name:





Phone:

Referring DVM:




Hospital:

What are your goals for Canine Rehab? ____________________________________________________________________

Working Diagnosis: ______________________________________________________

Medical History: ________________________________________________________________________________________________________________________________________

Is there any reason why your dog should NOT partake in Cardiovascular exercises? ________________________________________________________________________________________________________________________________________

Other things we need to know about your dog? ________________________________________________________________________________________________________________________________________

Are vaccinations current?  Yes: __________  No: ____________

If NO—when are they scheduled? _______________________________

