
 
148 River Street / P.O. Box 1021 / West Springfield, MA / Tel: 413.734.1292 / Fax: 413.734.1294 

PATIENT REFERRAL 
Please send a completed referral form along with copies of radiographs, labwork, ECG’s and any other pertinent medical records at time of the appointment 

 
Referring Hospital: ____________________________       Primary Care Veterinarian: _________________________ 
 
 

Patient 
    
Name: _____________________________________________      Sex:   ⁯ M    ⁯F   ⁯MN    ⁯FS     Age: _______ 
 
                 Species:  ⁯K9   ⁯ Feline       Breed_____________________________________   Weight: ___________ 
 
 

Owner 
 
Name:   

Address:   

Contact Numbers:   
   

 

Diagnostics: (please send copies of all pertinent test results and history) 
Diagnostics Performed            Date                                               Results/Comments 

Bloodwork   

ECG   

Radiographs   

Other   

 

Medications: 
        Medication 
 
 

Dosage 
 
 

Frequency 
 
 

Start Date 
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