~REFERRAL FORM~

Veteri\na S ecialties (Please check one)
x ___Surgical Referral ___ Int. Med/Oncology Referral
Refeﬁ‘al Céntfer, LLC ____Outpatient CT Referral ___ Radiograph Review

Pat rS(}/nvi le, NY

Please provide current bloodwork & chest radiographs
for out-patient CT requests.

~Referring Veterinarian~

Date: / /
Capital District
Advanced . ital:
Veterinary Imaging, LLC Name: Hospital:
Capital District Email: Tel: - -
Veterinary Specialties, LLC
Capital District ~Cl PR
Veterinary Client Information
Surgical Associates Name/Address:
SURGERY
Home Tel: - - Work Tel: - -
Joseph C. Glennon, VMD ~ i i ~
Diplomate, ACVS Patient Information
To enable us to provide the best care for your patient, we ask that you provide pertinent medical history including
Thomas S. Bowersox, DVM radiographs, bloodwork, or other diagnostic findings at or before the initial visit.
Diplomate, ACVS
Name: Age: Weight:
Breed: Sex:
INTERNAL MEDICINE
ONCOLOGY Vaccination Status: CURRENT NOT CURRENT or UNKNOWN (clarify):

Previous HX of Medical Problems:

INTERND

8
Robert E. Matus, DVM
Diplomate, ACVIM

Presenting Complaint and Clinical Course:
RADIOLOGY / CT
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Joseph D. Stefanacci, VMD
Diplomate, ACVR

Previous Lab Data/Radiographs:

ADMINISTRATOR
Tentative Diagnosis:
Lawrence N. Finke

Radiograph review fees: $45.00 - 5 films or less, $65.00 - 6 or more films. A
fee of $10.00 will be charged for radiograph evaluations on current patients.
Please do not email images as file size limitations often block delivery.

1641 main street ~ route 5S ~ pattersonville, ny 12137 ~ tel: 518-887-2260 fax: 518-887-2265 ~ www.veterinaryspecialties.com
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Directions to Veterinary Specialties Referral Center 518-887-2260

FROM THE EAST: NYS Thruway 190 to Exit 26. After the tollbooth, take Exit 1A to "NYS5S".
You will travel 5.5 miles west on 5S. We are in the tan building with red shutters on the left across
from the Mobil gas station.

FROM THE WEST: Take NYS Thruway 190 to Exit 27 (Amsterdam). After the tollbooth, follow
signs for Route 5S. You will travel 7 miles east on 5S. We are in the tan building with red shutters
on the right across from the Mobil gas station.

FROM SCHENECTADY: Take I890 west to Exit 1A (NYSS). You will travel 5.5 miles west on
5S. We are in the tan building with red shutters on the left across from the Mobil gas station.

FROM THE SOUTH: Take I87 NYS Thruway North to Albany and continue on NYS Thruway
190 West. Follow the directions from the EAST above.

NORTH OF THE CAPITAL DISTRICT: Take 187 (Northway) South to exit 1 and take the NYS
Thruway 190 West. Then follow directions from the EAST. ~OR~ Take Route 50 South until it
ends. Turn right on Route 5 for 6 miles to the light at 103 (Stewart’s is on your right). Turn left and

go across the 103 bridge then turn right onto Route 5S. We are 2 miles on the left across from
Mobil gas station.
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