
PLEASE ALSO ATTACH ALL RELEVANT MEDICAL HISTORY/LAB RESULTS

Veterinary Surgeon Name

Practice Address:

Practice Telephone: Practice Fax:

Owner Name:

Owner Address:

Owner Telephone 1: Telephone 2:
Owner e-Mail:

Pet Name:
Species & Breed:
Age & Gender

Please provide a brief description of the problem giving rise to referral:

Please indicate the department with which you would like the appointment to be booked:
◯ Internal Medicine ◯ Cardiology
◯ Medical Oncology

Please indicate the urgency with which the appointment is required:
◯ Routine
◯ Urgent

Please provide any known insurance details (provider, cover in force, policy limit/exclusions etc.):

Any further information you may feel is relevant:

IF YOU HAVE ANY QUERIES RELATING TO THIS FORM, PLEASE CONTACT:
PINNACLE SPECIALISTS   

Tel.: 01622 808867 / 0845 305 4202    Fax: 0845 305 4203

Company Registration No. 6914769   VAT Registration No. 973 3468 87

REFERRAL 
FAX-BACK: 
0845 305 

4203

Your/Practice e-Mail (please indicate 
recipient):

*If the case is an emergency, PLEASE also phone one of our Service Representatives for immediate 
assistance

The Veterinary Hospital ◦ Bearsted Road ◦ Maidstone ◦ Kent ◦ ME14 5EL

e: enquiries@pinnaclespecialistvets.com
www.pinnaclespecialistvets.com

mailto:enquiries@pinnaclespecialistvets.com
http://www.pinnaclespecialistvets.com/
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