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 Radioiodine Referral Form

Date: __________________________  

Referring Veterinarian: ________________________ Referring Hospital: ____________________________

Phone: __________________________   Fax: _____________________ E-mail: ______________________

Client Name: ____________________________________________________________________________            
                                          Last                                                            First                   
                       
Home Phone: _____________  Work Phone: _____________ Cell/After hours emerg#:____________________

Patient information 

Name: _________________________  Age:  _______  Sex:  ________   Spayed/Neutered: Y � N �       

Breed: _________________________________Color: ___________________     Weight: ______________ 

History:

Comments:

Other:
� Tapazole trial performed as described in the VICSD Radioiodine Referral Guidelines and Checklist
� Ancillary labwork performed and submitted as described in the VICSD Radioiodine Referral Guidelines and 
Checklist

Office use only

Appointment date_______________________  Appointment Time__________________


