
405.960.3937 veco@vecoklahoma.com vecoklahoma.com

REFERRAL FORM 

Appointment Type:   First Available    Emergency (if emergency, please also call)

Veterinarian First Name: _______________________________________________ Veterinarian Last Name: ____________________________________________

Veterinary Hospital Name: _____________________________________________ Veterinarian’s Email Address: _______________________________________

Veterinarian’s Preferred Phone Number: _________________________________

Veterinarian Info

Unless requested otherwise below in the comments section, we will contact the client within one business day to schedule an appointment.

Owner’s First Name: _________________________________________________ Owner’s Last Name: ______________________________________________

Owner’s Email Address: ______________________________________________ Owner’s Phone Number: ___________________________________________

Owner Info

Patient’s Name: _____________________________________________________ Patient Species: _________________________________________________

Patient Breed: ______________________________________________________ Patient Sex:  Male    Neutered Male    Female    Spayed Female 

Patient Age: ________________________________________________________

Patient Info

Clinical Signs and/or Tentative Diagnosis ___________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________________

Duration of Current Ophthalmic Problem  __________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________________

Eyes Affected:    Right    Left    Both

Current Medication: _____________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________________

Pertinent Systemic Medical History: ________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________________

Other Comments: _______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________________

If you are able, please email any pertinent medical records and recent (<6 months) lab results to records@vecoklahoma.com.

We have information cards for your clients. Do you need us to send you some?    Yes    No 

Veterinarian Notes
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