
Circle City Veterinary Specialty & Emergency Hospital 
9650 Mayflower Park Drive 

Carmel, IN 46032 
   Phone:  ((317) 872-VETS (8387) 

Fax:  (317) 872-1964 
www.circlecityvets.com 

 
Referral for Veterinary Dentistry or Oral Surgery 

Matthew Lemmons, DVM, DAVDC  
 
PATIENT: 
Name ______________________________________________________________________ Species ___________________________ 
Breed _______________________________________________________________ Sex _________ DOB _______________________ 
Vaccinations current:  Yes ___ No___ Date Given ____________________ 
Is this animal known to be aggressive?   Yes ___ No ___ 
CLIENT: 
Name ________________________________________________________________________________________________________ 
Address_________________________________________________City______________________State______Zip Code___________ 
Phone _______________________________ 
Referring Veterinarian ______________________________ Hospital/Clinic Name __________________________________________ 
Address ________________________________________________ City _____________________ State _____ Zip Code __________ 
Phone _______________________________ Fax _____________________________ 
Email___________________________________ 
Does your hospital have dental radiograph capability?  Yes____ No ____ 
Reason for  referral:              
_____________________________________________________________________________________________________________
_____________________________________________________________________________________________________________ 
_____________________________________________________________________________________________________________ 
History (please include any known systemic disease): 
_____________________________________________________________________________________________________________
_____________________________________________________________________________________________________________ 
_____________________________________________________________________________________________________________ 
_____________________________________________________________________________________________________________ 
Date of last dental cleaning_________________  
Have any extractions or other oral treatment been performed?  Yes ____ No ____ 
_____________________________________________________________________________________________________________
_____________________________________________________________________________________________________________ 
_____________________________________________________________________________________________________________ 
Tentative diagnosis _____________________________________________________________________________________________ 
Patient’s overall condition:  Good ____ Fair ____ Poor ____    Lab Work: Yes ____ No ____    Radiographs: Yes ____ No ____ 
Current therapy 
___________________________________________________________________________________________________ 
___________________________________________________________________________________________________ 
Medication _________________ Date ________ Dose/frequency ____________________ Response_________________  
                   _________________          ________                           ____________________                 _________________ 
                   _________________          ________                           ____________________                 _________________ 
                   _________________          ________                           ____________________                 _________________ 
                   _________________          ________                           ____________________                 _________________ 
 
Comments ____________________________________________________________________________________________________ 
_____________________________________________________________________________________________________________ 
_____________________________________________________________________________________________________________ 
_____________________________________________________________________________________________________________ 

 
Please remember to include complete copies of medical records. 

 
A summary of each visit will be forwarded to you and your client. Inquiries, comments, and suggestions are 
always welcome.  Thank you.    The Staff of Circle City Veterinary Specialty & Emergency Hospital 


