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Endoscopy Referral Form
Please have referring Veterinarian complete this form and Fax or Email the form along with the pertinent medical history, bloodwork and/or x-rays to:

204-269-9031 or info@bridgwatervethospital.ca
Date of Referral:
Referring Clinic:





 Referring Veterinarian:

Clients Name(s):





Patients Name:

                                





Age: 
Clients Phone#:





Species:
Clients Address:





Breed:

Clients Email:





Weight:                                                             

Endoscopy Service Required (PLEASE CHECK ONE):
1. Cytoscopy








[image: image2]



2. Otoscopy +/- Deep Ear Cleaning
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3. Upper Gastrointestinal Tract with Biopsy
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4. Upper Gastrointestinal Foreign Body Retrieval
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5. Colonoscopy and Biopsy
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6. Upper Airway / Rhinoscopy
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SUMMARY OF PERTINENT HISTORY AND CLINICAL FINDINGS:

PLEASE LIST ALL CURRENT MEDICATIONS AND DOSES.  PLEASE INDICATE THE LAST TIME EACH MEDICATION WAS GIVEN.
ANY HEALTH CONCERNS THAT WE SHOULD BE AWARE OF PRIOR TO THIS PROCEDURE BEING PERFOMRED?


[image: image8] CLIENT HAS BEEN INFORMED THAT IT WILL TAKE 24- 48 HOURS FOR RESULTS TO BE FORWARDED TO REFERRING HOSPITAL, ONCE THE REPORT IS RECEIVED REFERRING DVM WILL CONTACT THE CLIENT. 

If this patient is urgent, please call us immediately.
