
Patient Referral Form
Date: 

Referring Hospital: Referring Doctor: 

Phone Number: Fax Number: 

Email:  VCA West Coast, please call owner to set up appointment

Referral Hospital Antech / Idexx Account Number (to access labs as needed): 

Owner Name: Secondary Owner Name: 

Main Contact Number: Secondary Contact Number: 

Pet Name: 
Species:      FE       Age:
Altered:      Y         N      

      K9 Other Species:  
Color: 

Presenting Problem: 

Pertinent History: 

Diagnostic Tests Performed or Pending (please attach a copy of completed tests): 

Medications Administered: 

Estimated Date/Time of Arrival:

Check appropriate referral department  (Please email or fax referral information to appropriate department) 
Department Department Email Department Fax 

 Cardiology WestCoastCardio@vca.com (949) 484-7091

 Dentistry WestCoastDentistry@vca.com (949) 484-7113

 Diagnostic Imaging WestCoastImaging@vca.com (949) 484-7136

 Emergency and Critical Care WestCoastECC@vca.com (949) 484-7112

 Internal Medicine WestCoastIM@vca.com (949) 484-7132

 Neurology WestCoastNeuro@vca.com (949) 484-7084

 Oncology:   Medical  or   Surgical WestCoastOnco@vca.com (949) 484-7087

 Ophthalmology WestCoastEye@vca.com (949) 484-7137

 Rehabilitation WestCoastPR@vca.com (949) 484-7098

 Surgery WestCoastSx@vca.com (949) 484-7099



 
 

Directions to our facility 

 
 

18300 Euclid Street, Fountain Valley, CA  92708 
Phone: (714) 241-9001   |   VCAWestCoast.com 

 

 

From the North:  

Head South on I-405. Take exit 12 for Euclid St. Turn left onto Euclid St. Hospital is on the right. 

From the South:  

Head North on I-5 to I-405. Take exit 12 for Euclid St. Turn right onto Euclid St. Hospital is on the left. 

From the East:  

Take the 22 West. Exit Euclid St./City of Garden Grove. Turn left onto Trask. Turn left onto Euclid and travel 5 
miles. Hospital is on the left after Condor Ave. 
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