Bishop’s Stortford Veterinary Hospital
Hydrotherapy Veterinary Referral Form

Referring Veterinary Surgeon:
Practice Name and Address:

Telephone number: Fax:
E-mail address:

Client Name:
Address:

Telephone number: Mobile:
E-mail address:

Patients name: Age / DOB:
Breed: Sex: M/F Neutered: Y/N
Weight: KG

Condition ReCIUiring Hyd rOtherapy:(including diagnosis, treatment, areas of concern)

(continue overleaf if necessary)

Medication:

Vaccinations:

| confirm that the above-named animal is a suitable candidate for
hydrotherapy treatment and is fit to undertake an exercise
programme.

Signature of Veterinary Surgeon:
Date: [ /

Bishop’s Stortford Veterinary Hospital
Rye Street

Bishop’s Stortford

Hertfordshire

CM23 2HA

Telephone: 01279 654108
Fax: 01279 758231
E-mail: info@stortvet.com




