
 5620 W. Maple Rd. 
 West Bloomfield, MI 48322 

 248-851-6645 
 animalhospitalmapleorchard@gmail.com 

 Fax No: 248-851-6646 

 Referring Veterinarian 

 Hospital Name:  Email: 

 Hospital Address:  Fax Number: 

 Phone No:  Referring Doctor: 
 Referral Information 

 Client Name: 

 Address of Client: 

 Phone No: 

 Email: 

 Patient History 

 Patient Name:  Birth Date: 

 Species:  Microchip: 

 Breed:  Other: 

 Tentative Diagnosis  : 
 ___________________________________________________________________________________________ 
 ___________________________________________________________________________________________ 

 Patient History: 
 ___________________________________________________________________________________________ 
 ___________________________________________________________________________________________ 
 ___________________________________________________________________________________________ 
 ___________________________  ________________________________________________________________ 

 Laboratory Data/Radiographs (Please include sheets if possible): 
 ___________________________________________________________________________________________ 
 ___________________________________________________________________________________________ 
 ___________________________________________  ________________________________________________ 

 Special Requests/Comments:__________________________________________________________________ 

 CT/Surgical patients are required to have lab work done 
 For Orthopedic, please send you Radiographs to  AnimalHospitalMapleOrchard@gmail.com 

mailto:AnimalHospitalMapleOrchard@gmsil.com



