
Client Information

Date: __________________________________________________________________________________________________

Referring Veterinarian: ____________________________________________________________________________________

Referring Hospital: ______________________________________________________________________________________

Phone: ________________________________________________________________________________________________

Fax: __________________________________________________________________________________________________

Owner Name: __________________________________________________________________________________________

Home Phone: __________________________________________________________________________________________

Work Phone: __________________________________________________________________________________________

Pet Name: ____________________________________________________________________________________________

Breed: ________________________________________________________________________________________________

Age: ______ Weight: ______ Sex: q Male q Neutered q Female q Spayed

Brief History / Problem: __________________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________

Tentative Diagnosis: ______________________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________

Procedure(s) Requested: __________________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________

Status of Appointment: q Emergency q This week q Routine

Please fax this form to the appropriate hospital location. To download additional copies of this form, visit the
“Referring Veterinarian” section at www.DFWVetSurgeons.com.

D a l l a s  V e t e r i n a r y  S u r g i c a l  C e n t e rD a l l a s  V e t e r i n a r y  S u r g i c a l  C e n t e r

Dallas
4444 Trinity Mills Road, Suite 203
Dallas, Texas 75287
T 972.267.8100 
F 972.267.8700

Grapevine
2700 West Highway 114 
Grapevine, Texas 76051
T 817.379.5444
F 817.379.0222

Mesquite
4651 North Beltline Road 
Mesquite, Texas 75150
T 972.226.3399
F 972.226.0800

Plano
10225 Custer Road 
Plano, Texas 75025
T 214.667.2233
F 214.667.2250

REFERRAL FORM


