
Animal Emergency Service 
280 – L Middle Country Rd.   Selden   NY   11784 

631-698-2225   Fax: 631-698-2250 
 

Referral Information Form 

Owner Information 

 
Name:  __________________________________________________________________________________________________ 
  (First)     (MI)    (Last) 

Street Address: __________________________________________ City: _________________________________________ 

State: ____________ Zip Code: _________________ Email: ____________________________________________ 

Home Phone: (____) ________________ Cell Phone: (____) _________________ Work Phone: (____) _______________ 

Patient Information 

 
Pet’s Name: _________________________________  Dog    Cat      Bird       Other: __________________ 
 
Breed: ______________________________________    Age:___________  Color/Markings: _________________________ 
 
        Male    Female                   Spayed/Neutered?         Yes       No    
 

 Referring Veterinarian Information 

 
Hospital Name: _________________________________ Doctor Name:_____________________________________ 

Telephone: _______________________________________ Fax: ______________________________________________ 

Email Address:_________________________________________________________________________________________ 

Presenting Complaint:__________________________________________________________________________________ 
 
________________________________________________________________________________________________________ 
 
Previous Medical History:________________________________________________________________________________ 
 
________________________________________________________________________________________________________ 
 
Diagnostics Performed (Please send a copy with owner if complete.) :______________________________________ 
 
________________________________________________________________________________________________________ 
 
Additional Comments:___________________________________________________________________________________ 
 
________________________________________________________________________________________________________ 
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