
Veternarian Referral
For

THE CANINE JOINT, LLC
455 Central Avenue
Seekonk, Ma 02771

Tel(508)761-6500 Fax(508)639-9606

Date:_____________

(Circle one or both)   Rehabilitation / Fitness

Referring DVM:_______________________________________________________________________

Veternarian Practice:__________________________________________________________________

Telephone: __________________________________Fax: ____________________________________
************************************************************************************* 

Clients Name:________________________________    Pets Name:____________________________

Pets Age:_______________________________________Sex:__________________________________

Breed:_______________________________________________________________________________

Reason For Referral/Diagnosis:__________________________________________________________

_____________________________________________________________________________________

Surgery/Injury Date:___________________________________________________________________

_____________________________________________________________________________________
Treatments/
Medications:__________________________________________________________________________

_____________________________________________________________________________________

Pertinent Historical or Radiographic 
Findings:_____________________________________________________________________________

_____________________________________________________________________________________________
_____________________________________________________________________________

_________________________________________       _________________________________________
Signature of referring DVM                                             Printed Name of referring DVM    

( Referring DVM is not held liable for any care given at The Canine Joint. However as the 
referring Veterinarian, I understand that I remain the Primary Care Provider)


