
 

Burlington Veterinary Specialists Inc. 
~ Physical Rehabilitation Services ~ 

Katie Cross, DVM, CCRP 
 

200 Commerce Street, Williston, VT 05495 
Phone:  802-863-2387     Fax:  802-863-2348 

burlingtonvetspecialits.com 
 
 
 

 

Date:  __________________ 
 
REFERRING VETERINARIAN INFORMATION 

Name: _______________________________________ Hospital:  ___________________________________________ 
Address: _________________________________________ City: _____________________ State: ______ Zip: _______ 
Phone:  (_____)________________________________ Fax:  (_____)_________________________________________ 

 

CLIENT INFORMATION 

Name: _______________________________________ Spouse/Other: _______________________________________ 
Address: _________________________________________ City: _____________________ State: ______ Zip: _______ 
Home Phone: (_____)___________________________ Work Phone: (_____)__________________________________ 
Cell Phone: (_____)_____________________________  

 

PATIENT INFORMATION 

Name: ________________________________________ Date of Birth: _______________________________________ 
Species: _______________________________________ Sex: __________________  Spayed/Neutered:   Y  /  N 
Breed: _________________________________________ Rabies Vaccination Date: _____________________________ 
 
Clinical Condition / Chief Concern: _____________________________________________________________________ 
_________________________________________________________________________________________________ 
 
Onset of Signs / Date of Injury: ___________________________  Surgery Date: ________________________________ 
 
History of Present Condition:__________________________________________________________________________ 
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________ 
 
Laboratory and Radiographic Data: ____________________________________________________________________ 
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________ 
 
Previous and Current Treatment: ______________________________________________________________________ 
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________ 
 
Concurrent Medical Conditions: _______________________________________________________________________ 
 
Special Instructions / Precautions: _____________________________________________________________________ 
_________________________________________________________________________________________________
_________________________________________________________________________________________________ 

REFERRAL FORM 


