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300- 2700 Main Street S Airdrie, AB T4B 2Y1 
 Ph: 403.912.8882 Fax: 403.912.8885 

                             Email: referral@laservet.ca  
                                 Compassionate Veterinary Care for Companion Animals                                                                                                                 www.laservet.ca 

Patient Referral Form 
 
 
Date:    
 

Referring Veterinarian Information: 
Have you called HVC about this referral?      Yes      No 

Veterinary Hospital       

Doctor’s Name:                                                                         Other Doctor’s Involved:      

How would you prefer to be contacted on this case? 

    Phone:                                         Fax:                                      E-mail:                                                                   
  

Client Information: 

Client Name:      

Address:                                                                                                                                                                                   

City:                                                                Province:                                            Postal Code:                                                            

Phone:          Alternate Phone:                                                            
 

Patient Information: 

Patient Name: 

 

        Canine                        Feline     

Breed:   Sex:   DOB:    
 

Requested Service: 
 

 
 
 
 
 
 

Patient Should Be Seen: 
     within 24 hrs        within 24-72 hrs        At client’s convenience 

 

 
 
 

Expectations For This Case: 
 

        Consult only.  Please 
return to my office for 
diagnostic testing and 
treatment. 

 
          Please manage the 

diagnostic testing  
and treatment. 

 
   
 
 
Reason For Referral: 
 
 
 
 
 
Past Relevant History: 
 
 
 
 
 
Previous/Current Treatment(s) or Medication(s) 
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