
  
 Canine Therapy 

REQUEST FOR TREATMENT
FAX  1 PAGE

Date: 

From: Julia Robertson

Veterinary Surgeon: 

Practice: 

Animal/s Name: 

Owner name and address:  

Animal History:

Treatment to be provided to the Animal:

Soft tissue manipulation, massage techniques as appropriate.

Details of Laser Therapy to be provided :

On certain conditions involving muscular spasm.

I authorise Julia Robertson, T/A Galen Therapy Centre to give 
Laser Therapy detailed above and Massage Therapy.

Signed ………………………………….  
Veterinary Surgeon

Date ………………………………….

(Could you please sign and return by fax to 0871 7143209) 

(Subject to consent, please could you indicate how you would like to 
receive the subsequent report)

Written report  YES/NO
Verbal report    YES/NO
Email report    YES/NO (if yes, address please)

Mill House
Brooks Green Road

Coolham
West Sussex

RH13 8GR
Tel: 0845 3751767

Mob: 0781 0600329


