UCVMC-SD Cardiology Referral Summary

Please complete and fax to 858-875-7584 as soon as possible, prior to patient arrival

	Date _________Client: __________________________
Home ph:________________ Cell:_________________
Email/fax:  ____________________________________

Address:____________________________________________________________________________________
Patient name __________________________________ 
Breed ____________________Age _______Sex _____
	Referring doctor(s) _____________________
Hospital name ________________________
Address_______________________________

______________________________________
Phone ________________________________
Fax __________________________________
PCP: _________________________________

	Presenting Problem: 

	

	Case summary:

	

	

	

	

	

	

	

	

	

	

	

	Most recent diagnostic information:   (please fill in and attach complete labs, radiology reports etc.)

	Date:
	
	
	
	

	BUN
	
	
	
	

	Creatinine
	
	
	
	

	PCV/TP
	
	
	
	

	Urine sp.gr.
	
	
	
	

	Blood pressure
	
	
	
	

	Weight
	
	
	
	

	Radiographs
	
	
	
	

	Other
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Prior Treatment/Medications:

	
	
	

	
	
	

	
	
	

	
	
	

	Additional pertinent information/diagnostics:
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