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Canine Wellness Centre Inc.
“Paws for all Abilities”

Referral Form

Client Patient Name:

Name:

Date: Breed:

Sex Age: Weight: Colour:

Veterinarian / Clinic

Clinical Diagnosis: Onset / Sx date:

Special Instructions /Precautions:

Frequency and Duration
of sessions

Is the dog on any medications that we should be aware of ?:

Recommended Plan:

Hot Pack

Cryotherapy

Ultrasound

Electrical Stimulation
Exercise

Hydrotherapy / Swimming
Gait Training

Massage

Joint Mobilization

Passive range of motion
Neuromuscular reeducation
Other

OoOooOoOoOoooooao

IN YOUR OPINION, IS THE DOG NAMED ABOVE IN A SUITABLE STATE OF HEALTH TO UNDERGO
HYDROTHERAPY SESSION YES / NO

Veterinarians Signature: Date: / /




