
 

Date: _____________    Referring Veterinarian:__________________________________ 

Hospital:________________________ Telephone: (___)____-______   Fax: (___)____-______ 

Client Name: __________________________________   Client Telephone: (___)____-______ 

Patient Name: _________________  Species: ______________  Breed: ___________________   

Gender:   M     M/C     F      F/S     Age: ______ Weight:_____ Current on Vaccines?  Yes    No   

Heartworm Tested?   Yes      No        Heartworm Prevention?    Yes      No   Type:___________ 

Chief Complaint/History: ________________________________________________________ 

_____________________________________________________________________________

_____________________________________________________________________________ 

 

Physical Finding: ______________________________________________________________ 

_____________________________________________________________________________

_____________________________________________________________________________ 

 

Diagnostics Performed:  _________________________________________________________ 

_____________________________________________________________________________

_____________________________________________________________________________ 

 

Treatment Performed:  __________________________________________________________ 

_____________________________________________________________________________

_____________________________________________________________________________ 

 

Radiographs?    Y  or   N   Interpretation:____________________________________________ 

_____________________________________________________________________________ 

Medications                                   Dosage                Route          Frequency           Last Given 

_____________________    _______  _____  _________        __________  

_____________________    _______  _____  _________        __________ 

_____________________    _______  _____  _________        __________ 

_____________________    _______  _____  _________        __________ 

_____________________    _______  _____  _________        __________  

Recommendations/Additional Comments:  __________________________________________ 

_____________________________________________________________________________

_____________________________________________________________________________ 

Would you like the client returned to you for follow up?   Yes      No         

1054 E. Old Canyon Ct. Flagstaff, AZ 

86001  

Phone: (928) 774-5197 Fax: (928) 774-

5278  www.canyonpet.com 

 

 REFERRAL FORM 


