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DERMATOLOGY REFERRAL FORM 

CLIENT / PATIENT INFORMATION 

Client’s Name: _____________________________________ 

Clients Phone: _____________________________________ 

 

Patient’s Name: ____________________________________  

Canine           Feline     Breed:_______________________  

Male            Female       Neutered / Spayed:      Yes      No 

 Age:______ Weight:_______  Rabies Exp. Date:_________ 

REFERRING VETERINARIAN  

Veterinarian:________________________________________ 

Hospital:____________________________________________ 

Address:____________________________________________ 

 ___________________________________________________ 

Phone: _____________________________________________ 

Alt. Phone:__________________________________________ 

Fax:________________________________________________ 

Reason for Referral:         Allergies           Pyoderma       Endocrine      Seborrhea       Other: ___________________________

____________________________________________________________________________________________________________________________________________________________________            

          

 

Summary of Dermatologic History: __________________________________________________________________________ 

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________ 

Other Medical or Surgical Problems:_________________________________________________________________________ 

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

Today’s Date: ________________  

AAD Use  Date: ______ By: ____  Verify:  C  V   Y   R   

Please include a copy of any recent 
bloodwork or laboratory test results. 

Thank you for referring this patient to Animal Allergy & Dermatology. 
 After each visit , we will send you a complete summary letter updating you on your patient’s progress.   

Forms Needed: 

Referral     #:____ 
Brochures  #:____ 


