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Referral Form – Internal Medicine    Date _____________ 

 

 

Check all that apply:  ULTRASOUND                  CT                   ENDOSCOPY 

 

Referring Provider | Facility Information 

Doctor  _____________________________________________________________ 

Facility  _____________________________________________________________ 

Phone  _____________________________________________________________ 

Email  _____________________________________________________________ 

 

Client Information 

Name   _____________________________________________________________ 

Phone   _____________________________________________________________ 

Email   _____________________________________________________________ 

 

Patient Information 

Name   _____________________________________________________________ 

DOB   ___________________   Breed ___________________ 

 

Species  Canine  

      Feline 

      ________________________ 

 

Sex   Male  

      Female 

 

Spayed/Neutered  Yes  

       No 
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Chief Complaint | Suspected Diagnosis  

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

 

History | Physical Findings   

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

 

Procedures | Testing (Please attach results.)  

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

 

Treatment | Medication (Please attach results.) 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

 

 

PLEASE NOTE: A current medication list and all relevant procedures and test results (including 

radiographs) must accompany the patient to the appointment. This information is necessary 

for the doctor to provide the most comprehensive care. 
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