
   
Jonathan T. Shiroma, DVM, MS                                                                   DATE:________________________ 
300 East Wilson Bridge Road 
Worthington, OH  43085 
Telephone:  (614) 846-5800 
Fax:  (614) 431-6004                           RADIOLOGY PATIENT REFERRAL INFORMATION
 

     Radiographic Consult                                                                           Ultrasound Referral:    
 

Referring Veterinarian: _________________________________ Clinic/Practice Name: ______________________________   

Address:  ____________________________________________ City/State/Zip Code:  _______________________________ 

Daytime Telephone:  (____) _____________________________ Fax:  (_____) _____________________________________ 

Evening Telephone:  (____) ______________________________ Fax:  (_____) _____________________________________ 

Preference for Initial Communication:  _____ Telephone     _____ Fax     _____ Both 

Client Name: ______________________________________Date radiographs were taken:________________________________ 

“Pet” Name: _____________________    Canine    Feline  Breed _______________________ Age  _______ Sex _______ 

Presenting Complaint: 

 

 

___________________________________________________________________________________________________________

History:     

 

 

___________________________________________________________________________________________________________

Physical Examination Findings: 

 

 

___________________________________________________________________________________________________________

Pertinent Laboratory Results: 

 

___________________________________________________________________________________________________________

Current Treatment: 

 

 

Differential Diagnosis/Reason for Referral: 

 

 

 

______ Send Request Forms     ______ Payment Enclosed     _______ Bill Me 

 


