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Date: _________________       Client Name: __________________________________________________________        

Patient name: ________________________________________________________        DOB: __________________ 

Species: ________________   Breed: _________________________     Gender: _________    Altered?: __________ 

 

Referring Veterinarian: _____________________________   Hospital: ____________________________________ 

Address: _______________________________________________________________________________________ 

Phone number: ________________     Fax number: _______________   email: _____________________________ 

 

History (signs, onset, progression): __________________________________________________________________ 

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 

Current on vaccines?: ____________     Date of last rabies vaccine: ______________    Weight: ______________ 

Current diet and medications: _____________________________________________________________________      

_______________________________________________________________________________________________ 

 

Physical Exam Findings: __________________________________________________________________________ 

________________________________________________________________________________________________ 

________________________________________________________________________________________________ 

 

Diagnostics (please attach results): ___________________________________________________________________ 

________________________________________________________________________________________________ 

 

Treatment performed so far (include drug dosages and time of administration): ______________________________ 

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 

 

Reason for referral/ special requests: ________________________________________________________________ 

________________________________________________________________________________________________ 

 

Would you like your patient transferred back to you in the morning?   YES       NO 
 

 

 

 


