
 
Date: __________________________________      
 

Referring Veterinarian: _____________________    Referring Clinic/Hospital: _____________________ 
Phone: __________________________________    Fax: _____________________________________ 
 

Owner Details: Name:       ________________________________ 
   Address:     ________________________________ 
   Suburb:       
   Postcode:    
 

Patient Details: Name:      
   Breed:         Sex:     
   Colour:        Age:    
 

Has patient visit SAEC/ SARC previously?  YES / NO 
 

Patient History:             
               
          ____________________________ 
 

Presumptive Diagnosis:            
 

Therapy administered prior to referral:         
               
          ____________________________ 
          ____________________________ 
          ____________________________ 
 

Ongoing therapies/therapies administered within last 3 weeks:      
         
         
         
         
         
 

Please supply relevant radiographs, pathology results and 
any other interpretations/comments: 
         
         
         
         
         
         
         
 
Does this animal have any special needs? (diet/allergies etc) 
Please specify:        
         
         
 
Preferred date for patient return: 
______________/next day/when recovered (please circle/specify) 
 
Southern Animal Referral Centre 
248 Wickham Rd. Highett VIC 3190 Melways ref 77 H-8 
enquiries@sarc.com.au 
Phone: 03 9532 5261     FAX: 03 9532 5262 

SARC 

Referral for Emergency/Critical Care 


