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Today’s Date: _________________________ 

Referring Hospital: _________________________________ Referring Doctor: ______________________ 

Phone Number: ____________________________ 	  Fax Number: ____________________________

Email: ________________________________   VCA Roberts please call owner to set up appointment

Referral Hospital Antech/Idexx codes (to access labs as needed): _______________________________ 

Owner Name: ___________________________ Secondary Owner Name: __________________________

Main Contact Number: _____________________ Secondary Contact Number: _____________________

Owner Address:  __________________________________________________________________________

 
Pet Name: _______________________________________________________________________________

Species:  Canine  Feline      Sex:  M    CM    F    SF    Other Species: __________________

Breed: _______________________________  Color: __________  Age: __________  Weight: __________

Presenting Problem: _______________________________________________________________________ 

Pertinent History:  _________________________________________________________________________
__________________________________________________________________________________________ 
__________________________________________________________________________________________

Diagnostic Tests Performed or Pending (please send a copy of completed tests/digital images): 
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________

Medications Administered: _________________________________________________________________
__________________________________________________________________________________________

Estimated Date/Time of Arrival (urgent care patients): _________________________________________

Patient Referral Form

VCA Roberts Animal Hospital 
516 Washington Street, Hanover, MA 02339 

P 781-826-2306   vcaroberts@vca.com

Check appropriate referral department (if known): 

 Urgent Care     Internal Medicine

For urgent care: vcaroberts@vca.com
For internal medicine: vcarobertsim@vca.com
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