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Before you come:
• Health records for MVRC are: � Brought with you � Faxed � Digitally sent by_____________
• Diagnostic images (Radiographs, CT/MRI images,etc) � Brought with you � Digitally sent by_____________

Complete this form and bring to appointment:
Pet name:____________________________________________ Pet owner’s name: _________________________
Pet date of birth: ______________________________________ Spouse/partner name: ______________________
Species: � Dog � Cat Breed: ______________________ Address: _________________________________
Sex: � Male � Female Weight: _____________________ City/State/Zip: ____________________________
Neutered?: � Yes � No Home phone #: ( ) ____________________
Date of last rabies vaccination: _____/_____/______ Cell phone #: ( ) _______________________
Specialty service requested: Fax #: ( ) _____________________________

� Neurology � Surgery � Internal Medicine Email: ___________________________________
Specialty doctor’s name: ________________________________
Does your pet have any known critical conditions/allergies? If yes, please describe: ______________________________
______________________________________________________________________________________________
Is your pet currently on any medication? If so, please list: __________________________________________________
______________________________________________________________________________________________
Reason for referral:_______________________________________________________________________________
______________________________________________________________________________________________
Additional owner requests, questions or concerns: _______________________________________________________
______________________________________________________________________________________________
History and clinical findings: _________________________________________________________________________
_______________________________________________________________________________________________
Diagnostic tests pending: Primary care veterinarian: ____________________________________________
� CBC Primary veterinary hospital: ___________________________________________
� Cytology Phone #: ( )_________________________
� Chemistry Fax #: ( )___________________________ Email: _____________________
� _________________________ Address: __________________________________________________________
� _________________________ City/State/Zip: _____________________________________________________
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Phone: 207.885.1290
Fax: 207.885.1293

www.maineveterinaryreferralcenter.com
mvrc@maineveterinaryreferralcenter.com

REFERRAL FORM
Making your appointment:
• Confirm health records and diagnostic results needed for MVRC appointment
• Let our receptionist know if you will need assistance bringing your pet into the building
from your vehicle so that we can be ready to assist you.

• If you or the MVRC anticipates your pet will be admitted for hospitalization, you may
want to bring special diets and medications. Please label all items with your pet’s name.

Directions:
The MVRC is located at 1500TechnologyWay in Enterprise
Business Park, off Route 1 in Scarborough, Maine.

From the North or South on I-95 (MaineTurnpike):
•Take Exit 42 off I-95
• Continue straight through intersection on Haigis Parkway.
• At next four-way intersection (Route 1), turn left onto Route 1
• On Route 1, look for Enterprise Business Park on left at next light.
•Take left into the business park and proceed ontoTechnologyWay
•We’re at the end at the top of the cul-de-sac


