
LONG GREEN ANIMAL DERMATOLOGY CENTER, P.C. 
 

Phone (410) 593-9929 
Fax (410) 593-9555 

 
LARGE ANIMAL REFERRAL FORM 

 
Owner’s Name ___________________________      Phone # ___________________________ 
Patient’s Name ___________________________      City/State__________________________                                    
Species _____________________________     Breed __________________________    
Sex _________   Date of Birth ________________________ 
 
PAST MEDICAL HISTORY: 
 
1. Vaccinations & parasite checks/ control (most recent):___________________________________________  
_________________________________________________________________________________________ 
 
2. Past illness, previous surgery (date, procedure):_________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
3. Adverse reactions to medication(s): __________________________________________________________ 
 
CURRENT MEDICAL HISTORY: 
 
1.  Description of current illness: ______________________________________________________________ 
_________________________________________________________________________________________ 
 
2. Treatment history (drugs, dosages, dates, duration, response) or attach copy of medical record: 
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________ 
 
3. Lab reports attached? _______ (if available, please send) 
4. Current Medications for other than referred condition ____________________________________________ 
__________________________________________________________________________________________ 
5. Tentative diagnosis or current assessment______________________________________________________ 
6. Remarks/ requests ________________________________________________________________________ 
_________________________________________________________________________________________ 
 
I have explained to my client that the LGA Dermatology Center does charge for services rendered, a deposit 
may be required at the time of service, and full payment is necessary at discharge. 
 
Referring Veterinarian _________________ Phone ___________________________ 
Mailing Address ________________________________________________________ 
Fax _____________________     Clinic email (optional) ________________________ 


