
 Patient Name: ________________________________________________ HN: ____________________________  Age(date of birth):_______________

  □ Male   □ Female   □ Neutered   □ Not sure Species: ___________________________  Breed: _________________________   

 Owner/Contact Person: ____________________________________________ Tel: ____________________________ 

 Co responding vet: _____________________________________________Clinic name:__________________________ Contact number: _________________

 Chief Compliant/History Taking:  Diagnosis Discussed with Owner:

Yes No

 Prognosis:

Improved

 Laboratory Result: Remain Stable

Deterioration

 Prognosis Discussed with Owner:

No

 Diagnosis: Yes

Please specify

 Surgical Procedure and Date:

Anesthetist:_______________________ Surgeon:___________________

 Post Care Recommendation: 

 Treatment:  Reason For Referral:

 Prescription:  Special Request:

Medical Referral Form

โรงพยาบาลสัตว์ทองหล่อ
THONGLOR PET HOSPITAL 


