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Veterinary Specialty Center of Indiana, LLC

Dr. Kent Stauffer / Dr. A.D. Elkins / Dr. Mary Palmer / Dr. Ann Johnson

Dr. Kristi Graham / Dr. Jeff Smith / Dr. Jean Stiles / Dr. Michael Lucroy

Dr. Gary C. Lantz / Dr. R.A. Sanders / Dr. William E. Blevins

9745 Randall Drive

Indianapolis, IN  46280
317-848-0318  /  317-848-0920 (Fax)
www.VSCindy.com
info@vscindy.com
Date: _______________________________________________________________________________

Client’s Name: _______________________________________________________________________

Address: ___________________________________________________________________________

____________________________________________________________________________________

Phone: (home) ___________________ (work) ___________________Cell:______________________

Pet’s name: _________________________________  (species) _______________________________

Breed: ___________________ Color:______________ Age: _________ Weight: _______ Sex:______

Please attach any pertinent lab results and x-rays (x-rays will be returned by client):

________________________________________________________________________________________________________________________________________________________________________
Past & current medical history:  (It is important that the patient be off aspirin for 10 days prior to any type of surgery)

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________

Reason for referral:  Surgical:___Medical:____Cardiology:___Ophtho:___CT:____Oncology:____

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

Referring Veterinarian: ________________________________________________________________

Clinic Name: ________________________________________________________________________

Address: ___________________________________________________________________________

Phone: _____________________________________ Fax: ______________________​​​​​​​​​​​​​_____________

It is a pleasure working with you and your client.  We will be in touch with you concerning our treatment.  Please feel free to contact us with any questions/concerns regarding your referral.

Do you need more referral forms?   Y / N

Do you need more brochures?   Y / N
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