
ANIMAL NAME: DATE:

PROFESSIONAL REFERRAL FORM

Client please complete the following form which I require Veterinary authorisation and an
attachment of required information (Clinical History and Diagnostic Images). You may have
to send this to more than one clinic if you are registered to multiple clinics.

Client Forename: Animal Name:

Client Surname: Species:

Address: Breed:

Age:

Neutered:

Contact No.: Insurance Company:

Email:

Referring Vet Clinic: Referring Vet:

Clinic Address: Clinic Contact No:

Full Clinical History: YES           NO

Diagnostic Images: YES          NO

Clinic Email:

Reason For Referral:

Notable Conditions:

Referring Vet Sign:

Previous Vet Clinic: Previous Vet:

Clinic Address: Clinic Contact No:

Clinical History: YES           NO

Diagnostic Images: YES           NO

Clinic Email:

Notable Conditions?

CONSENT TO USE & STORE INFORMATION (Info will not be shared unless consent is given)
Client, please print your name and sign below before sending it to your vet.

PRINT NAME:

SIGNATURE:



ANIMAL NAME: DATE:

DATE: REASON FOR
REFERRAL:

KEY FINDINGS

POINTS OF CONCERN:

HOPE TO ACHIEVE:

CURRENT TREATMENT

DIAGNOSIS:

DATE CONDITION FIRST
NOTICED:



ANIMAL NAME: DATE:

ADDITIONAL NOTES:

ENCLOSED WITH REFERRAL

FULL CLINICAL NOTES: YES/NO

INSURANCE FORM: YES/NO

OWNER CONSENT

I hereby give full consent for my details to be kept by my physiotherapist, with the purpose to
further improve the health and well-being of my animal. These will not be used by my
Physiotherapist for any other purposes.

I am also happy for my Physiotherapist to contact and discuss my animal’s case with the
referring and previous veterinary surgeons mentioned above and other multi-disciplined
individuals involved (behaviorist, hydrotherapist, farrier or chiropractor)

DATE: SIGNED:

When sending this form, please ensure all clinical notes are attached including diagnostic
imaging if performed. I also request an insurance form and cover letter to be provided
(owner responsibility to provide vet clinic if requesting a referral/clinic responsibility if
recommending referral).

Please send the form to pivotaltherapy@outlook.com with the subject “Veterinary Surgeon
Referral”.



ANIMAL NAME: DATE:

REFERRING PROFESSIONAL’S FEEDBACK FORM

Please complete this form and email to pivotaltherapy@outlook.com after the treatment.

Client Forename: Animal Name:

Client Surname: Species:

Address: Breed:

Age:

Neutered:

Insurance Company:

Contact No.: Policy No.:

Email:

Assessment Date:

KEY FINDINGS

TREATMENT

RECOMMENDATIONS



ANIMAL NAME: DATE:

RE-ASSESSMENT REQUIREMENTS

CONTACT INFORMATION

CONTACT NO:

EMAIL:

CONSENT TO USE & STORE INFORMATION (Info will not be shared unless consent is
given)

PRINT NAME:

SIGNATURE:
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