
Emergency and Critical Care Direct Transfer

To facilitate transfer of one your patients, please call UVS at 518-783-3198 before sending a client to our facility. Once you have 
spoken to a team member, please complete our emergency and critical care direct transfer form and email all medical history. 

See reverse side

Client Information

Client Address:

Street

City State Zip

Client First and Last Name: 

Client Phone: Client Email:

Referring Hospital Information

Hospital Address:

Street

City State Zip

Referring Doctor: Hospital Name: 

Hospital Phone: Hospital Email: 

Pet Information

Sex:

Male Neutered Male Unaltered Female Spayed Female Unaltered

Pet Name: Breed:

Choose Form:

Emergency Service Transfer Critical Care Referral

Age: Weight Kg: Color:



Medical Records

Please submit the previous 12 months of medical records. Email to info@uvsonline.com or fax to 518-783-3199. 

If you require a STAT consult, please call UVS at 518-783-3198 to speak directly with the appropriate specialist. 

Referral Information

Pertinent Medical History

Differential Diagnosis / Problem List:

Current Medications (please include drug name, dosage (mg), frequency, and when administered):

Date Admitted: Up to date on vaccines?

Yes No Unknown

Chief Complaint

Completed diagnostics pertinent to this problem:

Diagnostics: Date Completed: Diagnostics: Date Completed: 

What is your preference for this case?

Please call me to discuss follow-up care of this case. 
Return patient to my office the next business day if stable enough to transport.
Transfer to specialty services if/when possible.
I would like this case to stay at UVS until it is resolved under the care of the emergency department or appropriate specialty service.

The best times and ways to reach me are: 
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