
Referring Clinic:

Date:

Client Name:

Relevant Medical History / Diagnostics (please enclose lab results if possible):

Treatments / Current Medications:

Special Requests:

Phone: (    )

(       )

 (    )

Client Phone:

Client Email:

Client Address:

Referring DVM:

Patient Name:

Fax:

Breed:

Colour:

Sex:        F FS M MN

Age: Weight: kg

Patient Referral Information

Tel: 780.451.3465  Fax: 780.451.3512
16808 106 Ave, Edmonton, AB T5P 4Z3
vcacanada.com/mayfield
mayfield@vca.com




