
Patient Referral Information

Owner’s Name:_____________________________________________Date of Referral:_____________________

Owner’s Phone:(Hm#)________________ (Cell#)________________Referring Doctor:_____________________

Referring Hospital:________________________________________(Hospital Phone#)______________________

Pet’s Name:___________________________________Age:________Sex:________Breed:___________________

Referred for:   1.______________________________________________________________________________

                     2.______________________________________________________________________________

                     3.______________________________________________________________________________

Brief history of current problems:_________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

Diagnostic Test Results (lab, radiographic findings):__________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

Treatments & Medications Administered (list ALL drugs prescribed, including dosage and duration):___________

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

*PLEASE INSTRUCT PET OWNERS TO CONTINUE GIVING ALL MEDICATIONS AS PREVIOUSLY PRESCRIBED*

Comments:___________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

Endodontics, Periodontics, 
Orthodontics, 

Crowns & Restoratives,
Oral Radiography, Oral Disease & 

7908 E. Chaparral Rd.
Suite 108

Scottsdale, AZ 85250
PHONE (480) 941-1738
FAX (480) 941-0569

Chris  J .  Visser BVSc ,  DVM, MRCVS,  Diplomate , 
AVDC

Curt  Coffman DVM, FAVD,  Diplomate ,  AVDC
Glenn Br igden DVM,  Pract ice  l imited to  Dentistry 

and Oral  Surgery

www.aidanimaldental .com

5940 W. Union Hills
Suite A-120

Glendale, AZ 85308
PHONE (602) 942-1486
FAX (602) 942-1633



Union Hills Dr.

Bell Rd.

EAST VALLEY

7908 E. Chaparral Rd. #108, Scottsdale, AZ 85250 • 480-941-1738
(NW Corner of Hayden and Chaparral Rd. in the Safeway retail center)

WEST VALLEY

5940 W. Union Hills Dr. #A-120, Glendale, AZ 85308 • 602-942-1486
(NW Corner of 59th Ave. and Union Hills)
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