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Referring Veterinarian: ___________________________________       Date: _______________
Hospital:_______________________________________________       Phone: ______________
Patient Name:_____________________________________
Owner Name:_____________________________________
Owner Phone number: ______________________________
Presenting complaint:____________________________________________________________
______________________________________________________________________________

______________________________________________________________________________
Findings/tests performed: _________________________________________________________
______________________________________________________________________________
Current medications: ____________________________________________________________
______________________________________________________________________________
Additional comments: ___________________________________________________________
______________________________________________________________________________

   Emergency Service


   Surgery Service


   Cardiology Service


   Radiology Outpatient        


   Oncology Service


   Internal Medicine	

















Referral/Consultation Form





Complete the following form and fax to (919) 403-3339 OR


Call (919) 489-0615 and speak to one of our doctors








Breed: ______________





Gender: _____________





Age: _______________





    Please call me regarding this referral /consultation


    Client will call


    Please call client to make appointment


    Quote requested








