
Animal Clinic & Wellness Center 
628 Penniman Road  

Williamsburg, VA 23185 
P: 757-253-0812 
F: 757-253-0908 

info@animalclinicandwellness.com 
 

Patient Referral Form  
Referring Hospital: _____________________________  Date: __________ 
 
Referring Doctor: _______________________________  Estimated Time of Arrival: _____________ 
 
If the referring doctor would like to be contact after hours, please provide the best number to reach doctor and 
hours acceptable to call.  
Phone Number: ________________________________    Hours to call: ________________________ 
 
 
 
 
 

 

Owner’s Name: ________________________________________________ 
 
Street Address: ____________________________________    
 
City and State: ____________________________________   Zip Code: _____________ 
 
Home Number: ____________________________________  Cell Phone: ____________ 

Pet’s Name: ____________________________________________ Weight: _____________ 
 
Species: ________________  Breed: ________________ Color: ________________ 
 
Sex:  MALE  FEMALE  Spayed/Neutered:  YES    NO Age: _________________ 
 
Allergies: ______________________ Vaccine Status: ___________________________________ 
 
Is the pet on any chronic medications? If so, please list: __________________________________________________ 

Reason for Referral: ________________________________________________________________________________ 
 
Diagnosis/Differentials: _____________________________________________________________________________ 
 
Treatments Performed: ______________________________________________________________________________ 
(especially within the last 24 hours)  
Please attach a copy of lab work and pertinent history. X-rays can be emailed to info@animalcliniandwellness.com 
Medications:  

Drug Dose Route Time 
    
    
    
    

 
Suggested Treatment Plan: ___________________________________________________________________________ 



 
 
  


