
 

 

Send completed form to clinic@vetreferrals.co.nz. MVRC will contact the client within 24 

hours to schedule an appointment.  For urgent referral, please call on (09) 3900244. 

 

 

 

Patient Referral Request -  Surgery  Dentistry 

Client Details             

Name:  __________________________________________________________________ 

Address: _________________________________________________________________ 

________________________________________________________________________ 

Phone Numbers: __________________________________________________________   

Email: ___________________________________________ 

Animal Details 

Pet Name: _____________________________________    

Species:   ______________________________________ Breed:  __________________________ 

Age/DOB: ____________________________________ Sex:  M   F   Desexed:  Y  N  

Referring Veterinarian:  __________________________________________________ 

Clinic:  ____________________________________________________________________ 

Preferred Contact Method: ____________________Contact Details:  ___________________ 

Reason for referral:  _____________________________________________ 

History, Clinical Signs: (Records may also be emailed to clinic@vetreferrals.co.nz) 

__________________________________________________________________________ 

__________________________________________________________________________ 

__________________________________________________________________________ 

__________________________________________________________________________ 

__________________________________________________________________________ 

__________________________________________________________________________ 

__________________________________________________________________________ 

__________________________________________________________________________ 

_______________________________________________________________ 

_______________________________________________________________ 


