
                 Patient Referral Form 

 

 
 
Referring Veterinarian Information             Date: __________________ 
 
Veterinarian: ________________________ Hospital: __________________________________ 
   
 
Client information 
 
Client: ____________________________ Street Address: ______________________________  
 
Apartment Number: ________ City: ____________________ State: _______ Zip: ___________  
 
Home phone: (     ) __________ Work phone: (     ) __________ Cell phone: (     ) ___________ 
 
 
Patient Information 
 
Pet’s Name: _______________________ Age: _____________ Breed:____________________     
 
Sex:   M    F    MN    FS      Rabies Vaccination History:_____________ 
 
History:_______________________________________________________________________
______________________________________________________________________________ 
 
Diagnostics performed:  __________________________________________________________ 
 _____________________________________________________________________________ 
 
Treatments performed: ___________________________________________________________ 
______________________________________________________________________________ 
 
Current medications:  ____________________________________________________________ 
 
Concurrent/long term medical conditions: ____________________________________________ 
 
Additional Comments (additional space on back):  _____________________________________ 
______________________________________________________________________________ 
 
 
As the Primary Veterinarian, I would like to be (please check all that apply):   
 

 Phoned after examination 
 Phoned after surgery/Procedure 

 Responsible for follow-up care 
 ______________________________ 

 
 
Referred to:   □ Surgery Service □ Emergency Service – ETA:__________________ 
 
Please have your client contact LVSEH to schedule an appointment at their earliest convenience 
or, in the case of an Emergency Referral, please call or indicate an estimated time of arrival. 
 
Please send us all recent lab results, radiographs and ultrasound images via e-mail, fax, mail, 

or with the pet owner.  Thank you for allowing us to serve you and your clients. 



 Addition Information/Comments continued:__________________________________________ 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 
 
 
 
 

For directions to our location please refer to the map provided, or to our website at: 
www.lakeshoreanimalhospital.com. 

 
 

 

Lakeshore Veterinary Specialists & Emergency Hospital 
Located at: 

207 W. Seven Hills Road, Port Washington, WI 53074  
Phone: 

(262) 268-7800  
Just off I-43 (exit 100 – East) in the North Port  

Shopping Center, next to Sentry Foods 
 
 
 
 
 


