
Ophthalmology Referral Form

Nicole Roybal, DVM, DACVO  
45-943 Kamehameha Hwy, Suite 103

Kaneohe, Hawaii  96744
 phone # (808) 445-6778    fax # (808) 451-2811

info@pacificanimaleyecare.com

Client Information Date: ________________ 

First Name: ____________________________________  Last Name: ______________________________________   

First Name: ____________________________________  Last Name: ______________________________________ 

Primary Phone: (_________)_____________________  Secondary Phone: (_________)_______________________ 

Address: ________________________________________________________________________________________  

City: ___________________ State: ________  Zip: _____________ 

Patient Medical Information 

Pet’s Name: ________________________________   Breed: __________________________   Species: ___________   

DOB/Age: _________     Sex:  M / F    N / S      Weight: __________  Blood Work Last Performed:____________ 

Chief Complaint/Tentative Diagnosis: ______________________________________________________________ 

Physical Findings: ________________________________________________________________________________ 

Brief History: ____________________________________________________________________________________ 

_________________________________________________________________________________________________ 

Diagnostic tests performed (lab work, radiographs, etc.):______________________________________________ 

_________________________________________________________________________________________________ 

Treatments (medication and dose): __________________________________________________________________ 

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

Other Conditions (Diabetes, Addison’s disease, Cushing’s disease, etc.): _______________________________ 

_________________________________________________________________________________________ 

Referring Veterinarian Information  

How should we send referral summary?  FAX  EMAIL 

Dr. _____________________________________________________________ 

Clinic: __________________________________________________________  

Phone: (______)_______________    Fax:  (______)___________________ 

Email: _______________________________________________________




