
Eye Referral Appointment Details 

Referring Veterinary Surgeon:    Client Details: 
Dr _____________________________   Name ______________________________ 
Practice ________________________   Address ____________________________ 
Address ________________________   ___________________________________ 
_______________________________   Phone _____________________________ 
Phone _________________________   Appt Date ____________ Time _________ 
Fax ____________________________ 
Email __________________________ 
 
 
Patient Details: 
Name __________________________ 
Breed __________________________ 
Age ____________ Sex ____________ 
 
Eye Problem / History: 
_______________________________ 
_______________________________ 
_______________________________ 
_______________________________ 
_______________________________ 
_______________________________ 
_______________________________ 
_______________________________ 
 
 

Veterinary Eye Referrals 
Your Pets Vet Inglewood 
816 Beaufort St (Cnr Central Ave) 
Inglewood WA 6052 
Phone (08) 9271-3671 
Fax (08) 9271-6764 
Mobile 0401-818-923 
Email veteyereferrals@optusnet.com.au 
 
 
 
 
Preferred method for receiving referral letters and follow up regarding patients: 

□ Fax  □ Email □ Phone □ Post 

 
Tick to receive more of the following: 

□ Referral forms □ Cataract brochures □ Case information (incl. journal articles) 
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