
 
    Phone: (847) 459-7535 
 
 

OWNER        REFERRING VETERINARIAN 
 

 Name: __________________________________________  Name: __________________________________________   

 Home Phone: ____________________________________  Hospital: ________________________________________ 
 

PATIENT INFORMATION 
 

Name: __________________________________________  Species: _______________ Breed: ___________________   
 

                                                                        Date of Birth: ________________ Sex: _______________
 Vaccination History    

Type: ______________  Date:_________        Type: ______________  Date:_________        Type: ______________  Date:__________    
 

Known Allergies or Adverse Reactions________________________________________________________________________ 
 

RECEIVING SERVICE: 
 Surgical Referral Service   Midwest Veterinary Dermatology Service   Chicagoland Veterinary Behavior Consultants  
 Veterinary Medical Referral Service   Imaging Center for Animals    Animal Eye Consultants 
 VSC Emergency and Critical Care  TheraPET Wellness Center  

 

REFERRAL TYPE: 
 Full Diagnostics & Treatment  Partial Diagnostics & Treatment   Consultation Only    

    Interdepartmental referral OK     ________________________________  
 
 

PRIMARY REASON FOR REFERRAL _____________________________________________________________________________ 
 

HISTORY AND PHYSICAL FINDINGS 
_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________ 
 

LABORATORY AND RADIOGRAPHIC DATA  
_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 
 

TREATMENT AND DIAGNOSIS 
_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________ 

PREVIOUS THERAPY AND MEDICATIONS 
DRUG   DOSE  DATE(S)   DURATION OF TX   RESPONSE 
_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________ 

FOR RADIOLOGY & IMAGING REFERRALS: 

 Radiology   Sonography  CT    Nuclear Medicine    ___________________________________________ 
 

 MRI  I-131  FNA   Biopsy          ___________________________________________ 
 

Preferred Sedation: _________________________________________  Contrast: ___________________________________________ 

 
RDVMs: Please complete the pertinent portions of this form and give it to the patient’s owner to bring 
for the initial consultation at VSC or fax it back to us. Please attach all relevant laboratory results, 
records and radiographs. When you need more referral forms, please feel free to contact us.  

Thank you for trusting your patient to our care 

  Laboratory reports attached 
  Radiographic films attached  

(all radiographs will be returned               
with owner or by mail) 

PATIENT REFERRAL INFORMATION 



VETERINARY SPECIALTY CENTER 
 

Phone Number: (847) 459-7535 
 

Veterinary Specialty Center is comprised of eight separate specialty practices. Your referral may be to one or 
more of them. You can fax medical records to the primary referral practice from the list below.  

If you have any questions, please feel free to call us at any time. 
 
 

Fax Numbers 
Surgical Referral Service (847) 808-8900 

Veterinary Medical Referral Service (847) 459-3576 
VSC Emergency and Critical Care (847) 808-8900 

Midwest Veterinary Dermatology Service (847) 215-4890 
Imaging Center for Animals (847) 520-4084 
TheraPET Wellness Center (847) 808-8900 

Chicagoland Veterinary Behavior Consultants (630) 554-0214 
Animal Eye Consultants (847) 695-4060 

 

MAP & DIRECTIONS 
 
From Chicago: 
Take I-90 (Kennedy) west to I-294 (Tri-State Tollway). Take I-294 
north to Lake-Cook Road exit. Turn left (west) on Lake-Cook Road. 
 Then turn right (north) on Milwaukee Avenue. Take Milwaukee 
Avenue to Busch Parkway (the next light after Deerfield Road). Turn 
left on Busch Parkway, and make your first left into the VSC parking 
area.  
 

From the North/Wisconsin: 
Take I-94 (Tri-State Tollway) south to Half Day Road exit. Turn right 
(west) on Half Day Road. Then turn left (south) on Milwaukee Avenue. 
Turn right on Busch Parkway, and make your first left into the VSC 
parking area. 
 

From the NorthWest Suburbs: 
Take I-90 east to I-355/Rte 53 north. Continue on Rte 53 north to Lake-
Cook Road East exit. Take Lake-Cook Road east about 6-1/2 miles to 
Milwaukee Avenue. Turn left (north) on Milwaukee. Take Milwaukee 
to Busch Parkway (the next light after Deerfield Road). Turn left on 

Busch Parkway, and make your first left into the VSC parking area. 
 

From the SouthWest Suburbs: 
Take I-355 (North-South Tollway) north, which becomes Rte 53. Continue on Rte 53 north to Lake-Cook Road East exit. 
Take Lake-Cook Road east about 6-1/2 miles to Milwaukee Avenue. Turn left (north) on Milwaukee. Take Milwaukee to 
Busch Parkway (the next light after Deerfield Road). Turn left on Busch Parkway, and make your first left into the VSC 
parking area.  
 

From the West Suburbs: 
Take I-88 (East-West Tollway) to I-294 North (Tri-State Tollway). Take I-294 north to Lake-Cook Road exit. Turn left 
(west) on Lake-Cook Road.  Then turn right (north) on Milwaukee Avenue. Take Milwaukee Avenue to Busch Parkway 
(the next light after Deerfield Road). Turn left on Busch Parkway, and make your first left into the VSC parking area.  
 

Alternate Route from the West Suburbs:   
Take I-88 (East-West Tollway) to I-355 (North-South Tollway) north which becomes Rte 53. Continue on Rte 53 north to 
Lake-Cook Road East exit. Take Lake-Cook Road east about 6-1/2 miles to Milwaukee Avenue. Turn left (north) on 
Milwaukee. Take Milwaukee to Busch Parkway (the next light after Deerfield Road). Turn left on Busch Parkway, and 
make your first left into the VSC parking area.  


