
 

INTEGRATIVE MEDICINE/REHABILITATION REFERRAL FORM 

OWNER’S NAME:

ADDRESS:                                                                                        POSTAL CODE:

PHONE: EMAIL:

PET’S NAME:

BREED: SEX:              M          MN          F          FS

AGE: WEIGHT:

PRIMARY COMPLAINT: ONSET:

SURGICAL PROCEDURE: DATE:

OTHER MEDICAL CONDITIONS: 

CURRENT MEDICATIONS/SUPPLEMENTS: 

REASON FOR REFERRAL: 

    MUSCULOSKELETAL                 
    NEUROLOGICAL 
    OSTEOARTHRITIS 
    POST-OPERATIVE REHABILITATION 
    CHRONIC PAIN 
    OTHER 

PLEASE PROVIDE A BRIEF DESCRIPTION OF CURRENT CLINICAL SIGNS OR AREAS OF CONCERN: 

Dr. Sarah Thornton 
Phone: (647) 221-2819 

Web: www.westendmobilevet.com 
Email: info@westendmobilevet.com

http://www.westendmobilevet.com
mailto:dr.sarah@westendmobilevet.com
http://www.westendmobilevet.com
mailto:dr.sarah@westendmobilevet.com


ADDITIONAL CONCERNS: 

As the Referring Veterinarian, I understand that I remain the primary care provider. Clients seeking any other services 
will be redirected to the Referring Veterinarian. 

REFERRING VETERINARIAN:

REFFERING CLINIC:

PHONE: EMAIL:

HOW WOULD YOU LIKE TO RECEIVE YOUR PATIENT’S UPDATES (PHONE/EMAIL)?  

Prior to the appointment, please email the referral form with relevant records, imaging and laboratory results 
to: info@westendmobilevet.com. 

mailto:dr.sarah@westendmobilevet.com

