
Surgery Service - client Referral Form

Our team of surgeons at Colorado Canine Orthopedics offer the latest state of the art  
techniques and treatments. We work closely with your family veterinarian to  
provide your four-legged friends with the finest healthcare options and treatments  
available.

Our doctors have focused on particular areas to provide exceptional specialty care.  
Drs. Bauer, Riecks and Swainson have directed their professional attention to  
canine orthopedic surgery. They have performed thousands of ACL repairs, total hip  
replacements, arthroscopic procedures and fracture repairs. Our doctors offer over  
45 years of combined surgical experience.

Referring Hospital: _________________________________________________________________________________________________________________________________________________________________________________________________________

Referring Veterinarian: __________________________________________________________________________________________________________________________________________________________________________________________________________

Clinic Phone Number:  (       ) __________________________________________________________________________________________    Fax:  (       ) ____________________________________________________________________________________

Client’s Name: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Pet’s Name: __________________________________________________________________________________________________________________________________________________________________________________________________________________________  	 Breed: __________________________________________________________________________________________________________________________________________________________________________________________________

Age: ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________  ________  _______  _______  	 Gender: _____________________________________________________________________________________________________________________________________________________________________________________________________________________

Tentative Diagnosis: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Special Notes: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

VETERINARY SPECIALTY CENTER
5520 North Nevada Ave., Suite 100 
Colorado Springs, CO 80918  

719-264-6666 • Fax 719-884-2200 
www.CanineOrtho.com

Appointment date and time: ____________________________________________________________________________________________________

Dear Client: Please bring this form, x-rays and all medications your pet regularly takes to your initial appointment.


