
RADIOGRAPH FILM EVALUATION REFERRAL FORM

PLEASE INDICATE WHICH DEPARTMENT YOU’RE SENDING THESE RADIOGRAPHS TO:  

  ❑  SURGERY     ❑  EMERGENCY SERVICE 
  ❑  MEDICAL IMAGING    ❑  INTERNAL MEDICINE 

  Owner_____________________________  Veterinarian________________________

  Address____________________________  Hospital____________________________

  City, State__________________________  Address____________________________

  Zip__________ Phone________________  City, Sate___________________________

  Alternate Phone_____________________  Zip__________ Phone________________

  Pet’s Name_________________________      Fax___________________

  Species___________  Breed________________ Wt_____ DOB___________  Sex    M   MN    F     FS

HISTORY__________________________________________________________________________________________________________
___________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________
____________________________________________________________________________

EXAM FINDINGS_______________________________________________________________
___________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________

LAB DATA____________________________________________________________________
___________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________

TREATMENTS______________________________________________________________________________________________________
___________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________
_____________________________________

How would you like the results? (Medical Imaging Referral Only)
❑ Fax Only
❑ Fax and Phone Call

Number of Films Sent_________

Radiographs Will Be Returned Promptly  
Thank You For Your Referral
____________________________________________________________________________

360 Bluemound Road, Waukesha, WI  53188
Phone: (262) 542-3241
Fax: (262) 542-0805
Toll Free: 1 (866) 542-3241


