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Ultrasound Referral Form 

 

REFERRING VETERINARY INFORMATION  

Dr. ______________________________________   Hospital Name: ______________________________________________  

Date: ________________________  Phone Number: _______________________  Fax Number: _______________________ 

Email: _______________________________________________________________________________________________ 

 

CLIENT INFORMATION  

Name:  _______________________________________________________________________________________________   

Address:  _________________________________  City: _______________ Prov: ___________ Postal Code: _____________   

Contact Number:  _____________________ Email:  ___________________________________________________________ 
 

PATIENT INFORMATION  

Name:  __________________ Species:  __________________ Breed:   __________________   D.O.B:  __________________ 

Sex:          M          F         Neutered/Spayed:           Yes          No      Colour:  ________________  Weight:  __________________ 

Vaccine Status: _____________________________  Underlying Condition: ________________________________________ 

 

HISTORY 

Service Requested:           Standard (3-5 days)          Priority (24 hours)           Stat (60 minutes) 

Tentative Diagnosis: 

1. ______________________________________________________________________________________________ 

2. ______________________________________________________________________________________________ 

3. ______________________________________________________________________________________________ 

Required Documentation: 

• Pre-anesthetic bloodwork (Chem 15/CBC/Lytes) 

• Most recent SOAP 

• Any relevant medical history 

Present Complaint:  

 
 
 
 
 
 
 
 

 


