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MRI REFERRAL FORM 
Please submit referral form along with related medical records, bloodwork and radiographs via email to office@eldersequineclinic.com

All Patients Require Shoes Removed and No Remaining Steel in the foot/limb (additional charges may apply for steel removal). Do Not Use Blue/Cyan Playdoh for foot packing prior to MRI

 STANDING MRI REQUESTED (CHECK ALL THAT APPLY)Date ________________
Referring Clinic ______________________________    Phone number _____________________________
Referring Veterinarian_________________________   Email ______________________________________
FORM COMPLETED BY__________________________   Circle if  -------       URGENT         -----------
Client Name _________________________________    Patient Name ______________________________
Address _____________________________________    Breed __________________
Phone number(s) _____________________________    Sex    F  M  MN        Age  ___________________
Email address ________________________________	Colour____________  Weight (kg) _____________



LF ☐

Foot ☐

Hock ☐
Select each limb and the location
RF☐

Pastern ☐

Proximal MC/MT3 ☐

LH ☐

Fetlock ☐

Distal MC/MT3 ☐

RH ☐

Carpus ☐

Contrast ☐
 Other ☐ 
  Please specify limb(s) and details
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________











Patient Information 

Summary of examination & relevant history of this patient including level of work and discipline
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Cardiac 		Normal 	Abnormal 
Respiratory		Normal		Abnormal
Neurologic		Normal		Abnormal
Urinary/Renal		Normal 	Abnormal

Please provide details if any of the above are abnormal ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Describe perineural or intra articular anesthesia (blocking) results ____________________________________________________________________________________________________________________________________________________________

Please indicate if there are any special considerations with anesthesia protocols for this patient
____________________________________________________________________________________________________________________________________________________________

Radiographic findings for the region of interest (xrays available for review?)  ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Current medication(s) & dosages, allergies, concerns for this procedure (behavioural)
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

PLEASE ADVISE CLIENT RESULTS WILL BE FORWARDED TO REFERRING DVM ONCE RECEIVED BY THE RADIOLOGIST. 
(use back of page if needed or submit additional pages as needed)
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