Sechelt Animal Hospital
Surgical Referral Form

Dr. Lorne Carroll
Dr. Heather James
Dr. Rachael Spence

Referring Hospital: Date:

Referring Veterinarian: Referring DVM Phone:

Client

Client Last Name First Name

Street Address City Postal Code

Home Phone Cellular e-mail

Patient

Name Breed Species Sex Age (mm/dd/yyyy)
M MN F FS

Reason for Referral

Current Concerns Requiring Referral

Relevant History, Comments, Special Concerns

Past Procedures Performed (radiographs, ultrasound, diagnostic tests) *Please forward xrays

Current Treatment/Current Medications or previously given

Appt Date: | Appt Time: | Booked by:

Appt Reminder done on Date: Time: SAH staff:

Phone 604-885-2309 Fax 604-514-1712 E-mail sah@dccnet.com

Once you have sent your referral, please contact our office to confirm receipt




