
 
 

SPECIAL DIAGNOSTIC SERVICES REFERRAL FORM 
 

CLIENT______________________________________PET______________________ 
PHONE______________CELL PHONE___________WORK PHONE____________ 
SPECIES____________BREED__________SEX: F  S  M  N    AGE(DOB)_________ 
REFERRING DVM__________________PHONE_____________FAX____________ 
 
************************************************************************ 
 
Dr. Ken Isherwood is available by appointment for diagnostic cardiac or abdominal 
ultrasound and endoscopic procedures on Mondays, Tuesdays, Wednesdays and Thursdays.  
Emergency ultrasound is available on a case by case basis on Fridays, Saturdays, or 
Sundays.  We currently have capabilities for Color Flow Doppler Cardiac Ultrasound and 
Endoscopic Biopsy and Retrieval. 
 
PROCEDURE REQUESTED: 
 
� Abdominal Ultrasound  (please advise owner pet needs 12-hour fast pre test) 
� Echocardiography (includes ECG and B.P.)  
� Bladder only  
� Ultrasound Guided Biopsy  
� Endoscopy 
� Chemotherapy 
 
Note:  Please advise your client that additional fees may be necessary for sedation, 
hospitalization or IV fluids.  They will receive a written quotation during their check in 
exam.  Also, please inform your client that their PET WILL HAVE SOME HAIR 
CLIPPED for the ultrasound exam. 
 
MEDICAL HISTORY: 
 
 
 
PHYSICAL EXAM FINDINGS: 
 
 
 
RADIOGRAPH/LAB INTERPRETATION:* 
 
 
 
TENTATIVE DIFFERENTIAL DIAGNOSIS: 
 
 
*Please submit radiographs and lab copies with request form. 
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