f’ Centre Animal Hospital

1518 W. College Ave., State College, PA 16803
814-238-5100 www.centreanimalhospital.com

VETERINARY REFERRAL INFORMATION FORM

REFERRING PRACTICE:
Referring Veterinarian:

Street Address:

City/State/Zip:

Telephone:

Fax:

Email:

OWNER NAME:
Street Address:
City/State/Zip:
Email address:

Home telephone:

Mobile telephone:

PATIENT NAME:

Breed:

Species:

Color:

Dob or Est Age:

Weight:

Gender: Male Neutered M Female

Spayed Female

Debra J. Smart, DVM

Renee A. Calvert, DVM

Sara M. Haus, VMD

H. Erica Kim, DVM
Alexandra J. McFeely, DVM
Meridith L. Helms-Pack, DVM



VACCINE STATUS: (please list all w/due dates or send a vaccine record sheet. Most recent rabies vx MUST be

noted.)

REASON FOR REFERRAL:

LAB RESULTS: (fax blood work, cytology, & biopsy results; send x-rays with owner. List all to be sent.)

MEDICATIONS: (dosage, duration, response)

REMARKS/REQUESTS:

Thank you for your referral! Please complete the following and return it

with all relevant medical records
to:

supportstaff@centreanimalhospital.com

Or fax to: 814-238-5157



