
 
 

Ultrasound Consultation Request Form 
 
 

Date: ________________________ Phone: (____)_________________ 
 
Referring       Fax: _________________________ 
Veterinarian: _________________ 
 
Hospital: _____________________ Email:________________@______  
 
Address: ________________________________________________________  
             
 
Client/Patient Information: 
Client Name: ___________________ 
 
Patient ID:______________________ Age: __________________________ 
 
Name: _________________________ Sex: __________________________ 
 
Breed: _________________________ Species: _______________________ 
 
Type of Ultrasound Study Requested: 

Abdominal   Cardiac   Fine Needle Aspirate (describe desired location) 
Other ______________     _________________________________________ 

 
History/Chief Complaint/Physical Findings/Lab Results/Previous Treatment: 
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________ 


