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Teleradiology Request Form

Clinic/Hospital Information

Referring Veterinary Clinic/Hospital

Referring Veterinarian

Hospital Phone number

Clinic/Hospital Address

Client and Patient Information

Patient Name: Last Name:
Patient ID: Body Weight:
Age: Sex: Breed:
Birthday: .
Species: (dog/ cat) other:
dd / mm /yyyy P (dog/cat)

History:

Primary Ddx/Clinical Question:

Cystocentesis FNA Biopsy*

FNA Site(s):

Biopsy Site(s):

*Patient was tested for coagulopathy




