
 
CAROLINA VETERINARY SPECIALISTS REFERRAL INFORMATION 

 
 
 

Referring Veterinarian/Clinic:___________________________________________________________ 
 
Phone:  (    ) _____________________________    Fax:(     ) __________________________________ 
 
Client Name: ________________________________________________________________________ 
                                         Last                                                   First 
 
Address:____________________________________________________________________________ 
                                Street                                                  City                                     State         Zip 
 
Home Phone: (     )__________________________   Business Phone(     )________________________ 
 
Patient:____________________   Breed:______________________________    Sex:_______  Age____ 
 
Doctor/Service to Receive Patient:________________________________________________________ 

Chief Complaint/Tentative Diagnosis:_____________________________________________________ 
 
____________________________________________________________________________________ 
 
History:______________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
 
Physical Exam Findings:________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
 
Laboratory Data and Radiographs (include if possible):________________________________________ 
 
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
Treatments:___________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
Special Requests:______________________________________________________________________ 
 
 

501 Nicholas Rd, Greensboro, NC   Voice:336-632-0505  Fax 632-0703 


