
Referral Form 

Date: _______________________

Owner’s Name: 
________________________________________________________________________ 

Pet’s Name: 
___________________________________________________________________________ 

Owner’s Contact number (s): 
_____________________________________________________________ 

Breed: 
_______________________________________________________________________________  

Sex: _______________________ Weight: ___________________ DOB: 
__________________________ 

Referring Doctor: 
______________________________________________________________________ 

Referring Doctor’s email: 
________________________________________________________________ 

Preferred contact method about this case: 
__________________________________________________ 

Referring Hospital: 
_____________________________________________________________________ 

Clinic Phone Number: __________________________ Clinic Fax Number: 
_________________________ 

Diagnosis: 
____________________________________________________________________________ 

_________________________________________________________________________________
____ 

Type of Surgery (if 
applicable):____________________________________________________________  

Date of surgery: 
_______________________________________________________________________ 



Recommended Rehabilitation Start Date: (i.e. 2 weeks post surgery) 
_____________________________ 

List of medications: 
_____________________________________________________________________ 

Vaccine History: 
_______________________________________________________________________ 

*Please send all pertinent medical records, radiographs etc…

*Date last seen by Doctor:___________________________

*Referring Doctor’s Signature:
X__________________________________________________________

AARF Referral
900 Holcomb Bridge Road, 
Roswell, GA 30076 
(770)594-2688
Fax: (770)649-5647
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