
 
 

Referral request form 
    

Practice Details/Practice Stamp: 
Name of referring vet:………………………………………………………………………………… 

Practice Address……………………………………………………………………………………… 

…………………………………………………………………………………………………………..

………………………………....................................................................................................... 

Tel No:……………………… Fax:………………….....Email:……………………………………… 

 

Owners Details: 

Name:…………………………………………………………………………………………………  

Address:……………………………………………………………………………………………… 

………………………………………………………………………………………………………… 

………………………………………………………………………………………………………… 

Tel No. - home:…………………………work:……………………mobile:………………………. 

    

Animal Details: 
Name:………………………...Sex:…………………...Breed:..................................................... 

D O B:……………………Neutered:………………………………………………………………… 

The pet is insured with (name co.)……………………………………………………………….... 

The pet is not insured……………………………………………………………………………….. 

 

Clinical History 
(   ) enclosed 
(   ) to follow 
 

If applicable, please give the last date that glucocorticosteroids or antihistamines have been 
given: 
 

Glucocorticosteroids - Tablets……………………………………………………………………… 

Injection……………………………………………………………………. 

Ear/eye drops……………………………………………………………… 

 

Antihistamines…………………………………………………………………………………………. 

 

Please fax this form to Donald Mactaggart on  0131 477 7751 


