
Thank	you	for	this	referral	and	your	support!	Please	feel	free	to	contact	us	at	any	time.	

Elko Veterinary Clinic  
1052 Colt Drive  
Elko, NV 89801  
(775) 738-6116 
info@elkovet.com

PATIENT TRANSFER/ REFERRAL 

REFERRING HOSPITAL REFERRING VETERINARIAN OWNER NAME 

_______________________________
_______________________________
_______________________________
___________________________

______________________________
PET	NAME	
________________________________________________________________	
AGE,	Breed	___________________________________________________

Last	Vaccines	Given	and	Due	
Date:

Current	Medications:	Dose,	
Route,	Response

Reason	for	Referral		
Chief	Complaint	

History,	PE	and	Clinical	
Findings

Diagnostics	Performed	


