
WEARE ANIMAL HOSPITAL and 
EXOTIC AND BIRD CLINIC OF NEW HAMPSHIRE 

REFERRAL FORM 
Date: _____________ 

 
 
Patient Being Referred To: (please check the Service and state a reason if available) 

 Reason: 

� General Practice 
 

 
 

� Behavior 
 

� Exotics 
 

� i-131 
 

� Ear Clinic 
 

� Stem Cell Therapy  
 
 
Referring Hospital: _________________________________  Hospital Phone:_______________ 
 

Hospital Fax: ________________  Hospital E-Mail:___________________________________ 
 

Referring Veterinarian: ________________________________    
 

Owner Name: ____________________________  Patient Name:____________________ 
Species: ___________  Breed: ____________________  Age:___________  Sex:________ 
 

 
Presenting Problem/Diagnosis: 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 
Diagnostic Results: 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 
______________________________________________________________________________ 
Treatment/Medications: 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 
Additional Comments: 
______________________________________________________________________________ 
Additional enclosures: X-rays: Yes / No Blood work: Yes / No 

 

91 North Stark Highway, Weare, NH 03281 
Ph: 603-529-4999         Fax: 603-529-4980  

Revised: September 10, 2008.. Please discard all previous forms. 


