
 

Veterinarian Referral Form 
Referring Veterinarian ________________________________________  

Hospital ___________________________________________________  

Address ___________________________________________________  

City __________________________ State _______ Zip __________  

Client _____________________________________________________  

Address: ___________________________________________________  

City __________________________ State _______ Zip __________  

Patient Name _________________ Species ________ Breed _________  

Color______________ Date of Birth __________ Sex____ Weight ____  

Referral Department 
Cardiology 

Critical Care/Emergency 

Services 

Dentistry 

Dermatology 

Internal Medicine 

Neurology 

Ophthalmology 

Radiology 

Surgery 

Requested Doctor (if any) _____________________________________  
Chief Complaint _____________________________________________  
__________________________________________________________  
History ____________________________________________________  
__________________________________________________________  
Diagnostics_________________________________________________  
__________________________________________________________  
Treatments/Medications_______________________________________  
__________________________________________________________  
Enclosures:  Lab Reports Radiographs Other 
 


