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2315 PRINCE AVENUE    ATHENS, GEORGIA  30606      706 354 4002      FAX 706 354 4002

Referral Information
Date: __________________



Information taken by________________________

Referring Veterinarian:



Client Information:

Dr.________________________________

Client Name____________________________
Hospital____________________________

Address________________________________
Address____________________________

City ______________State ____Zip__________
City __________State _______Zip_______

Home phone (_____) _____________________
Phone (_____) ________________________

Work phone (_____) _____________________

FAX (_____) _________________________

Cell phone (_____) ______________________
Patient Information
Name: ____________________________

Please Circle:          Canine                Feline

Breed: ____________________________



Male                   Female

Age/DOB: _________________________


    Spayed            Neutered             Intact

Weight: ___________________________

Current Diagnosis: ______________________________________________________________________________

Duration of Problem/Illness: _____________________________________________________________________

History/physical: _______________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Diagnostics:  Check all appropriate tests that have been performed.

CBC___________________________

Radiography_________________
MRI___________________

Chemistry_______________________

Ultrasonography______________
CT____________________

Urinalysis_______________________

Echocardiography_____________
Cytology_______________

Culture & sensitivity_______________

Histopathology _______________
Serology _______________

Vaccination Status: Up-To- Date_____________________
Not Up-To-Date _________________________
Current Treatments: ________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________

Reason for referral:   Consultation
Work-up

Surgery 

Emergency
2nd Opinion
PLEASE FEEL FREE TO CALL OUR OFFICE FOR FEE ESTIMATES OR CONSULTATIONS.

Thank you for choosing Athens Veterinary Surgery Center!

Information to be completed by AVSC staff

Fee Estimate: $_________________________

Surgeon: ______________________________________

Prognosis:     Excellent
 Good 
           Fair
 Guarded
     
    Poor          
Grave
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