DERMATOLOGY PATIENT REFERRAL FORM

3500 South Broadway Ext.
Edmond, OK 73013

Fax: 888-232-2864
Phone: 405-397-0353
records@redbudvet.com
www.redbudvet.com

Patient Information: Referring Hospital Information:
Client’s Name: Hospital:
Client’s Phone: Dr.:
Pet’s Name: Address:
ODog OcCat O0Other:
Age: Phone:
Sex: OM OCM OF OSF Fax:
Breed: e-mail:

Case History:

Diagnostics Performed: (please attach any lab or diagnostics reports )

Treatment / Medications:

Please fax or email with the patient’s entire medical record
Please have client call to schedule appointment.

Board Certified




