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Referral Form for Surgery
Consultation Date: ____________________ Being Seen For: _____________________________

Owner’s Name: _________________________________________________________________
Phone: __________________________________ Alternate Contact: ______________________
Address: ______________________________________________________________________
______________________________________________________________________________
Patient’s Name: __________________________________ Species: _______________________
Breed: ______________________Weight: ______ Sex: ______ (S/N) Color: ________________
Rabies Vaccine Date: ________ ( 1yr / 3yr ) DHPP Date: _________ Lepto Date: _____________
Bordetella Date: ________ Heartworm Test Date: __________ ( + / - ) Fecal Check: __________
Previous Surgeries – Please Specify: ________________________________________________
______________________________________________________________________________
History of Seizures: ( Y / N )                    Aggressive tendencies: ( Y / N )                   Muzzle: ( Y / N )

Any additional information: _______________________________________________________
______________________________________________________________________________

Presenting Problem or diagnosis: __________________________________ Blood work: ( Y / N )

Date presented: ______________ Duration of condition: ______________ Radiographs: ( Y / N )

Current medications: ____________________________________________________________
______________________________________________________________________________

Any additional concerns or requests: ________________________________________________
______________________________________________________________________________
______________________________________________________________________________

Referring Veterinarian name: ______________________________________________________

Hospital: ________________________________________ Phone Number: ________________

Address: ______________________________________________________________________

Please return this form to:

Viking Community Animal Hospital
Fax number: 330-494-8179 
email: vcah@sbcglobal.net
*PLEASE SEND ANY RADIOGRAPHS TO EMAIL LISTED ABOVE*
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