Referral for Endoscopy & Video Otoscope/Rhinoscope[image: ]

Client Name: ________________________
Client Phone#: _______________________
Patient Name: _______________________
Patient DOB: ________________________
Sex (Spayed or Neutered) _______________
Breed: ______________________________
Date of Referral: _____________________
Referral Clinic: _______________________
Address: ___________________________
Clinic Phone: _______________________
Name of Doctor: ______________________
e-mail for radiologist report: ______________________________
Doctor Phone Number: _________________


Patient History: 




Diagnosis:

Additional Notes: 
Procedure Requested: 
□ endoscopy              □ video otoscope             □ video rhinoscopy
Please send via: 1. e-mail to: info@lubbockemergencyvets.com  2. Fax: 806-368-4542  3. Text: 806-752-0999
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