[image: CCAElogo]Patient Referral Form					
Kindly provide us with a few details that may not be 
covered in the patient’s medical record.  Please fax this 
information to us at (410)871-9001


	
Referring Veterinary Hospital: ___________________________________  Date: ____________________

Referring Veterinarian: _________________________________ Phone: ___________________________




	
Client’s Name: ___________________________________________ Pet’s Name:___________________

Species: ___________________ Age: ________ Weight: _________ Breed: ________________________

History: _______________________________________________________________________________

______________________________________________________________________________________

Physical Exam: _________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________





	
Tentative Diagnosis:_____________________________________________________________________

	Fluid/Rate:                                                        Fluid/Rate:

	Medication:
	Dose/Freq:
	Last Given:

	Medication:
	Dose/Freq:
	Last Given:

	Medication:
	Dose/Freq:
	Last Given:

	Medication:
	Dose/Freq:
	Last Given:

	Medication:
	Dose/Freq:
	Last Given:



Specific Requests/Instruction: _____________________________________________________________

______________________________________________________________________________________





[image: CCAElogo]Referring Veterinarian Information		
Taking a moment to fill out this form will help us                   
provide the best care possible for your patients. 
Please fax this form to us at (410)871-9001. 


Clinic Information:
Clinic Name: 											
Clinic Address: 											      												     
Main Number: 											
Back Line: 											
Fax Number: 											
Clinic E-mail: 											

Clinic Hours:		Clinic Open		Doctor Arrival		Clinic Closed
Monday										
Tuesday										
Wednesday										
Thursday										
Friday											
Saturday										
Sunday		       							_____________
Veterinarians on Staff:					Contact Number(s)
Owner: 												
												
												
												
												

Patient Requests:
1) Which of the following procedures ARE performed at your facility? (Check all that apply)
□ Orthopedics				□ Orthopedics beyond FHO, pinning and wiring 
□ Continuous Oxygen Therapy		□ Blood Products		□ Ultrasound	

2) If your patient requires care from a specialist (please check one and, if applicable fill in)
□ Please consult with one of our veterinarians first        □ Refer as CCAE feels appropriate
□ Please refer to the following: 

Surgery: ___________________________   Ultrasound: __________________________
Internal Medicine: ___________________   Endoscopy: __________________________
Cardiology: ________________________   Other: ______________________________
Neurology: ________________________    ____________________________________   
			
3) Critical Patients (please check/fill in):
□ Directly back to our hospital	□ To another facility: __________________________________

[bookmark: _GoBack]4) If your facility does not have a veterinarian on duty by 8am, where would you like critical patients referred? ________________________________________________________________ 
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