
© 2023 VCA Animal Hospitals, Inc. VCA is a registered trademark of VCA Inc. or its affiliated companies. TM of VCA Inc. or its affiliated companies.

Patients referred by veterinarians will receive services related to the presenting problem only. Clients are required 
to return to their regular veterinarian for all other work. In certain instances, a follow-up visit related to the presenting 
problem may be done at our hospital otherwise no other services will be performed for this client within one year 
of each referral.

Referring D.V.M. / Hospital: _________________________  Primary D.V.M. / Hospital: _____________________________
Phone number: _______________________________________  Fax number: ________________________________________
Reason for Referral: ________________________________________________________________________________________

Client Information
Name: ________________________________________________ Co-Owner: _________________________________________
Address: ______________________________________  City: ___________________________  State: _______  Zip: ________
Email: _________________  Primary number: Cell or Home: ________________  Additional number: _________________

Pet Information
Pet’s Name ___________________________________________    Dog    Cat    Male    Female Spayed    Neuter
Breed: _________________  Color: ______________  Age: Years: ______  Months: _______  DOB, if available: _________
Is this pet up to date on vaccines?    Yes     No  Date of last vaccination: ___________________________________

To Be Completed by Referring Veterinarian
Tentative Diagnosis: ________________________________________________________________________________________
History/Physical Findings: ___________________________________________________________________________________
Laboratory Data (attach additional sheets if possible): ________________________________________________________
Treatments (including medication and dosages): ______________________________________________________________
Special Requests/Comments: ________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________

Please send all medical records, including diagnostic reports, images and labwork to au1000@vca.com.

Referral Form

VCA Hollywood Animal Hospital
2864 Hollywood Blvd, Hollywood, FL 33020 
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