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OHIO VETERINARY  

DENTAL SERVICE

Dr. S. Prescott         614.939.9942    

www.ohioveterinarydentalservice.com



REFERRAL FORM       Date______/______/_______
Pet’s name__________________________________
Owner’s 

First & Last Name______________________________________________________

Phone  ___________________________________   Police, service or show animal?   Yes   No

Canine / Feline     Breed_____________________   Age____________ Sex:    M     MC    F     FS

· WHICH TOOTH IS THE PROBLEM:
· HOW and/ or WHEN DID THIS TOOTH 

           PROBLEM START OR DEVELOP?

· PRIOR DENTAL CARE, IF RELEVANT

           TO THE ABOVE COMPLAINT:

· CURRENT MEDICATIONS:

1. drug__________________________mg / liq___________dose________________

qty__________ date dispensed  ______/______/_______

2. drug__________________________mg / liq___________dose________________

qty__________ date dispensed  _______/______/_______

Referring doctor _______________________________________________

Hospital name_________________________________________________________________

Address________________________________________ City, State______________________________

Phone  ________________________________    Fax  #   _________________________________

BLOODWORK.


CBC and chemistry.  


Please fax to 614.939.4567 with this form.








1085 East Johnstown Road, Columbus, Ohio 43230 fax 614.939.4567


