
  
 

32 Mellor Avenue 
Catonsville, MD 21228 

Ph: 410.788.4088 
Fax: 443.341.6423 

SURGICAL REFERRAL FORM 
DATE:  ________________ 

REFERRING DOCTOR: _______________________________________________________________________________________________ 

REFERRING HOSPITAL: _____________________________________________________________________________________________ 

CLIENT: _______________________________________________________________________________________________________________ 

PATIENT: _____________________________________________________________________________________________________________ 

AGE: ____________     BREED: _____________________________     GENDER: _________________     WEIGHT: ____________ lbs 

HISTORY:______________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________ 

DIAGNOSIS: ___________________________________________________________________________________________________________ 

PERTINENT MEDICAL HISTORY: ___________________________________________________________________________________ 

_________________________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________________________ 

MEDICATIONS: _______________________________________________________________________________________________________ 

_________________________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________________________ 

DIAGNOSTIC TEST RESULTS: _______________________________________________________________________________________ 

_________________________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________________________ 

BLOOD WORK: _______________________________________________________________________________________________________ 

_________________________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________________________ 

RADIOGRAPHS: _______________________________________________________________________________________________________ 

_________________________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________________________ 

SPECIAL REQUESTS OR CONCERNS: _______________________________________________________________________________ 

_________________________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________________________ 

 

NOTE: please attach copies of recent blood work, histopathology and medical records. Please have the client bring 

the radiographs for the appointment. The radiographs will be given to the client at the time of discharge for return 

to your clinic. 

 

Thank you for the opportunity to assist with the surgical needs of your client and patient.  Please feel free to call 

should you have any additional questions or concerns. 


