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CLIENT NAME ________________________________ TELEPHONE______________________________ 

ADDRESS________________________________ CITY__________________ STATE______ZIP_______ 

PATIENT NAME___________________________ DOB________________ SEX_____WEIGHT_________ 

BREED_______________________ COLOR_________________ NEUTERED / SPAYED   YES___ / NO____ 

REFERRING VETERINARIAN PLEASE COMPLETE THE FOLLOWING 

REFFERRING VETERINARIAN NAME______________________ CLINIC____________________ 

ADDRESS__________________________ CITY_______________STATE_______ZIP_______ 
TELEPHONE_________________________ EXT________ FAX_________________________ 

PROGRAM TO WHICH PATIENT REFERRED:   □ PHYSICAL REHABILITATION   □ EXERCISE / CONDITIONING
 

REASON FOR REFERRAL  /  WORKING DIAGNOSIS: 
___________________________________________________________________________________ 

___________________________________________________________________________________ 

___________________________________________________________________________________ 
HISTORY / MEDICAL CONDITIONS: (PLEASE FORWARD PERTINENT TEST RESULTS) 
___________________________________________________________________________________ 

___________________________________________________________________________________ 

___________________________________________________________________________________ 
TREATMENTS / MEDICATIONS: 
___________________________________________________________________________________ 

___________________________________________________________________________________ 

___________________________________________________________________________________ 
PERTINENT INFORMATION REGARDING THIS CASE: 
___________________________________________________________________________________ 

___________________________________________________________________________________ 

___________________________________________________________________________________ 
AS THE REFERRING VETERINARIAN, I UNDERSTAND THAT I REMAIN THE PRIMARY CARE PROVIDER 
SIGNATURE:_________________________________________  DATE: __________________ 

 Veterinary Referral Form 
Wizard of Paws Physical Rehabilitation for Animals, LLC 

155 Westchester Road, Colchester, CT  06415 
Dr. Deborah Torraca 

DPT, MSPT,OCS, CCRP 
Phone: 860-267-9191     Fax: 860-267-9292 

wizardofpaws.net 


