
Patient Referral Form

Referring Veterinarian information:

Veterinary hospital: ____________________________________________________________________

Doctor’s name:________________________________________________________________________

Address:__________________________________________________________

City: ___________________________________ Zip:____________

How would you prefer to be contacted? □ Phone: _____________________________________

□ Fax: ________________________ □ Email: __________________________________

Client information:

Client name: __________________________________________________________________________

Phone: __________________________Email: _______________________________________________

Patient information:

Name of pet: ________________________________________

Breed: _______________________ Sex: ______________ Age: ________

Reason for referral: ____________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

Relevant Medical History:_______________________________________________________________
____________________________________________________________________________________

Current treatment(s) or medication(s): _____________________________________________________

_____________________________________________________________________________________

Please Fax (910-822-3143) or email (northgateinfo@riverbarkvet.com) this form and any other pertinent
lab tests and medical records and someone will contact the client to set up an appointment.

mailto:northgateinfo@riverbarkvet.com

