
                                                                                          

PLEASE SCAN AND EMAIL COMPLETED FORM TO HEAD TO TAIL WELLNESS: 
headtotailwellness@icloud.com 

HEAD TO TAIL WELLNESS  
Carlie Lorentz, DC                                                     

Doctor of Chiropractic                                                    
Animal Chiropractitioner                                                     

407.461.8539 

 
DATE: __________________ 
 
REFERRING VETERINARIAN:                            OWNER: 
Name: _______________________________               Name: __________________________ 
Clinic: _______________________________              Address:  ________________________ 
Address: _____________________________               ________________________________ 
_____________________________________              _________________________________ 
Clinic Phone: _________________________               Home Phone: _____________________ 
Fax: ________________________________         Cell Phone: ______________________       
Email: _______________________________        Email: __________________________ 
  
PATIENT INFORMATION:                                                                                                                
Name: ______________________________________ Birthdate: __________________ 
Species: _____________________________________ Color: _____________________ 
Breed: ______________________________________ Sex:                    Female         Male 
Vaccination Status:                                                     Spayed/Neutered:   YES          NO                    
Rabies       Current                              Date Due 
                    [   ]                         [   ] _____________ 
Disposition: __________________________________________________________________ 
Handling Precautions: __________________________________________________________ 
Date of Last Exam: ____________________________________________________________ 
Permanent Medical Conditions: __________________________________________________ 
 
REFERRAL INFORMATION:                                                                                                     
HISTORY AND PHYSICAL FINDINGS: 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 
LABORATORY AND RADIOGRAPHY DATA: 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 
 
I Dr. ________________________________ authorize Veterinary Orthopedic  
                        (Veterinarian) 
Manipulation for ___________________________ by Dr. Carlie Lorentz, DC 
                                         (Pet’s Name) 
On this day _______________________.  
 
Signature of referring veterinarian: _________________________________________ 


