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Diagnostic Imaging Referral Request 
 
Owner _______________________________________________________________________ 

Phone#1_____________________________Phone#2__________________________________ 

Pet’s Name ___________________________Breed ___________________________________ 

Date of Birth ________________________ Weight ___________________________________  

Sex (Circle): Male Neutered / Male Intact / Female Spayed / Female Intact 

Referring Veterinarian: ________________________________________________________ 

Clinic: _______________________________________________________________________ 

Phone: __________________Best time to call: ___________FAX: ______________________ 

o Presenting complaint/History:_________________________________________________ 

______________________________________________________________________________

______________________________________________________________________________ 

o Pertinent physical exam findings: ______________________________________________ 

______________________________________________________________________________

______________________________________________________________________________ 

o Request (Please circle):    CT  Ultrasound   Radiography 

o Body Part: __________________________________________________________ 

o Contrast Medium (please circle):     Yes  No  If indicated 

o Please attach recent lab findings (CBC, chemistry, UA, cytology/biopsy) 

o Surgical consultation needed? (please circle):   Yes  No  If indicated 


