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Emergency Services Referral Form

VCA Colonial Animal Hospital
2369 N. Triphammer Rd., Ithaca, NY 14850

P 607-257-3650    F 607-257-7009    E vcacolonial@vca.com    vcacolonial.com

Referring Veterinarian: ____________________________________________________________________
Hospital Name: __________________________________________________________________________
Hospital Email: __________________________________________________________________________
Fax: ___________________________________ Phone: __________________________________________

Client: _________________________________ Patient: _________________________________________
Species: ❒ Canine  ❒ Feline  Breed: _______________________________________________________
Sex: _______________ DOB/Age: _____________ Color: _______________ Weight: ______________ 
Client Phone: ____________________ Client Email: ____________________________________________ 
Appointment Date/Time: ____________________

Vaccinations (dates given): DHLPP: ____________ Bordetella: ______________ Rabies: _____________
FELV: ______________ FVRCP: _________________

Reason for referral: ________________________________________________________________________
_________________________________________________________________________________________
Please include patient’s vaccination certificate with the referral information. 
Patient History: ___________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
Diagnostic Tests Performed & Test Results: __________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
Treatments: ______________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
Tentative Diagnosis and Advice to Client: ____________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________

Providing referral services to our surrounding veterinary community
since 1971and AAHA Accredited for the last 50 years.
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