
Owner’s Name _____________________________________________  Partner’s Name ______________________________

Street ___________________________________________  City ___________________  State  _______  ZIP ____________

Home (        ) __________________  Work (        ) ___________________  Partner’s Work (        ) __________________

Cell (        ) ____________________  Pager (        ) _________________________  Fax (        ) ______________________

Occupation ______________________________________  Partner’s Occupation __________________________________

Employer ________________________________________  Partner’s Employer ____________________________________

Referred By ❏ Primary Care Veterinarian ___________________________________________________________________

❏ Friend/Relative ____________________________________________________________________________

❏ Groomer __________________________________________________________________________________

❏ Telephone Directory    ❏ Other ______________________________________________________________

Primary Care Veterinarian Name ________________________________ Clinic Name ____________________________

Address ______________________________________________________________________ 

______________________________________________________________________________ 

Phone (         ) __________________

Pet Information Name _________________________________  Species  ❏ Cat   ❏ Dog    ❏ Other ______________

Breed _________________________________  Color ________________________________________

Sex     ❏ Spayed Female     ❏ Female     ❏ Neutered Male     ❏ Male

Birthdate Month _________   Day _______  Year __________

Weight ____________

Hospital Policy
Referral Ethics: The specialists abide by a referral code of ethics. In the future, if your pet requires medical attention unrelated
to the condition for which he/she was referred, please contact your Primary Care Veterinarian.
Estimates: An itemized estimate will be provided for recommended diagnostic and treatment procedures.
Payment: One half of the estimate is required before any procedure is performed. The remaining balance must be paid in full
upon release of your pet.
Credit: Allergy & Dermatology Veterinary Referral Center cannot extend credit.

I understand that no guarantee can be made as to the results obtained from medical treatment. Further, I assume financial
responsibility for all charges incurred by the patient.

Signature of Owner or Responsible Agent Date

Your signature confirms that you have read and understand the above stated hospital policy.

Owner/Patient Referral Information

Terese C. DeManuelle, D.V.M., Dipl. A.C.V.D.
6323 S.E. King Road    Milwaukie, Oregon 97222
Tel: 503-777-8999    Fax: 503-775-9212    www.advrc.com


