VCA Family & Oahu PATIENT REFERRAL FORM

Veterinary Specialty Center

INDICATE EMERGENCY SERVICE REQUESTED FAX TO: (808) 488-6668
| WOULD LIKE TO BE UPDATED VIA: [] PHONE O FAX ] EMAIL
L1DAILY [C]ONLY FOR SIGNIFICANT CHANGES ] uPON DISCHARGE

[] Emergency / 24-hour Critical Care

DOvernight transfers will return to the referring veterinarian

[CJEmergency with continuation of care
DOxygen Therapy

[] Internal Medicine
Carrie White, DVM, DACVIM, Medlical Director
Justin Wakayama, DVM, DACVIM

[] Surgery
Nathaniel Lam, DVM, DACVS

[] Other

[J Radiology [] Appointment [_] walk-In
James Atherton, DVM, DACVR

[] pigital Radiograph(s)
|:| Radiographs performed without specialist consultation.
|:| Radiologist interpretation faxed to referring veterinarian.

[] uitrasound
Evaluation without specialist consultation, followed by
phone call and faxed results

[] €T scancs)
Evaluation without specialist consultation, followed by
phone call and faxed results

RADIOGRAPHS: |:| Client will bring |:| Will be emailed |:| None
Email radiographs to: specialty508@vca.com

LAB RESULTS: |:| Client will bring

[ will be faxed [] None ( )

* Referring Clinic:

Date: / /

Referring Doctor:

Phone:

Email:

Owner’s Name:

* Phone Number:

Alternate Number:

Address:

e Patient’s Name:

Age: Sex: Weight:

Reason for Referral:

Breed:

Past Pertinent History:

Current Treatment(s) and Medication(s):

Additional Comments:

98-1254 KAAHUMANU STREET, STE. 151
PEARL CITY, HI 96782

P « (808) 488-4224 (Monday-Friday 7am-5pm) P « (808) 484-9070 (Emergency / Urgent Care)
F » (808) 488-6668

rev020117

vcafamilyhi.com
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