
VETERINARY REFERRAL FORM 
 
OWNERS DETAILS 

NAME: 
ADDRESS: 
 
TEL: 
DOG NAME:                       
BREED:                                 DOB:                                SEX: 
 
TREAMENT TYPE:                     FITNESS                            IMPATIENT                  HYDROTHERAPY 
 

 

RELEVANT INFORMATION REGARDING CONDITION 
(Operation date, injury type, areas of concern/caution etc) 
_____________________________________________________________________________________ 
 
______________________________________________________________________________________ 
 
______________________________________________________________________________________
_ 
 
______________________________________________________________________________________
_ 
DETAILS OF CURRENT MEDICATION 
________________________________________________________________________________________________ 
 
________________________________________________________________________________________________ 
 
________________________________________________________________________________________________ 
 
________________________________________________________________________________________________ 
 

In my opinion, the above named  
dog is in a suitable state of health to  
undergo hydrotherapy treatment.  
 
 

VETS SIGNATURE                                                  . 
 
 
DATE              /        /             .           

HILL HOUSE , STACEY DRIVE, LANGDON HILLS,  ESSEX . SS165PB 
MOBLIE: 07595381776     TEL: 01268 419239     FAX:  01268 200204  

EMAIL: HYDRO.DOBES@GMAIL.COM    WEBSITE:  WWW.HYDRODOBES.COM 

FIRST APPOINTMENT BOOKED ON:________________________________ 
WE REQUIRE VETERINAY PERMISSION AND (WHEN NESSASARY) MEDICAL HISTORY OF EVERY DOG/CAT THAT 
ATTENDS HYDRODOBES.  

VET NAME________________________________________________________________ 
PRACTICEADDRESS_______________________________________________________
___________________________________________________________________________
___________________________________________________________________________ 


