
Valley Animal Hospital
New Rehab Patient form

Pet’s Name:____________________________________________________

Owner’s Last Name:______________________

Primary Care Veterinarian

Name:____________________________________Hospital:____________________________

Address:_____________________________________________________________________

Phone number:__________________________________________________________

Specialist Veterinarian

Name:____________________________________Hospital:____________________________

Address:_____________________________________________________________________

Phone number:__________________________________________________________

Were you referred here by another veterinarian?    Y          N

If so, who?

What is the main reason for seeking rehabilitation therapy for your pet?

Please list any other medical conditions your pet has

Please list any medications your pet is receiving

Rehab Referral Policy:
Please be advised that if your pet was referred by another veterinarian to our facility, we 

will only be able to perform services directly related to the condition for which your pet was 
referred.  We would request that you return to your pet’s primary care veterinarian for all other 
issues.

Owner signature:_____________________________________ Date:_____________________


