
 

Referral Form (for Veterinarian use)   

Date :____________ 

Referring DVM: ____________________________________                           

Referring Hospital: __________________________________                     

Hospital Phone/Email: ________________________________________________________ 

 

Client/ Patient Information 

Client name: ____________________        

Client Phone: _____________________     Client Email: _____________________________ 

Patient name: ___________________        Species/ Breed/ Sex: ________________________ 

Age: _________                                                             Weight (specify lbs or kgs): _________ 

 

Reason for referral: 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

Brief History: 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________   

 

 



Treatment/ Medications: 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

Client Communication: 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 


