
REFERRAL FORM 

Referral Veterinarian: Owner Information: 
DVM: _________________________________  Name: ____________________________________ 
Practice: _______________________________ Address: __________________________________ 
Address: _______________________________ City/Zip Code: _____________________________ 
City/Zip Code: __________________________ Home/Cell #: ______________________________ 
Phone: ________________Fax: _____________ Other #:___________________________________ 
Email: _________________________________ Email: ____________________________________ 

Service/Reason for Referral: Patient Information:  
________________________________________ Name: _________________Species: ____________ 

Breed: ____________________________________ 
Veterinarian referring to (if any):  Sex: ______________ Weight: ________________ 
________________________________________ D.O.B.: _________________Age: _____________

Primary Complaint/History: 
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________ 

Lab work:  Yes           No           If Yes:  Client will bring               Emailed 
X-rays:       Yes  No      If Yes:  Faxed Emailed 

Treatment/Medications: 
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 

Preferred contact for referring Veterinarian: (phone, fax, email) 

 It is best to have vet to vet or owner to vet communications before referral.
 Orthopedic cases can be scheduled by our receptionists.
 Missouri Valley Veterinarians are not board certified but have the experience and equipment to help in 

most cases, however communication is important to help meet you and your clients expectations.
 Please include a copy of medical history, lab work, and/or x-rays if applicable.
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