
 
 
 

Referral/Registration Form 

 

Owner Information 

Full Name: ____________________________________________ 

Address: ______________________________________________ 

City/State/ZIP: _________________________________________ 

Primary Phone: _________________________________________ 

Alternate Phone: ________________________________________ 

Email: _________________________________________________ 

Preferred Contact Method: ☐ Phone ☐ Text ☐ Email 

 

Pet Information 

Pet Name: ______________________________________________ 

Species: ☐ Dog ☐ Cat ☐ Other ____________________________ 

Breed: _________________________________________________ 

Color/Markings: _________________________________________ 

Date of Birth / Age: _____________________________________ 

Sex: ☐ Male ☐ Female 

Spayed/Neutered?: ☐ Yes ☐ No ☐ Unsure 

 

Medical History 

Primary Veterinarian (include practice name): _________________________ 

Current Medications: _____________________________________ 

 

Medication Allergies: ______________________________________________ 

 

Previous Surgeries: ______________________________________ 

 

 



 
 
Medical Conditions (e.g., seizures, heart issues, diabetes): 

 

 

Reason for Consult / Procedure: 

 

 

 

Behavior Information 

Is pet anxious or aggressive at the vet? 

☐ No ☐ Yes (explain): ____________________________________ 

Does pet require a muzzle? 

☐ No ☐ Yes ☐ Sometimes 

 

* Please note that medical records are required, including any recent or relevant diagnostics such 

as X-rays and bloodwork. If these records were not included with the referral form, a request will 

be sent to the primary veterinarian’s office. 

Receiving these records prior to the day of the procedure is important, as they allow our team to 

review the pet’s medical history and develop the most appropriate care plan. Delays in receiving 

records may impact our ability to finalize the procedure plan in advance. 

 

 


