
 
 

 

 

 

          29 Main Street, Truro, NS B2N 4G5 

      Phone: (902) 893-4331 
      Fax 897-4442                                                                         

      www.centralnovavet.com 
           

 

Referral Form:  Orthopedic Surgery – Dr. Ed Macmillan 

          Acupuncture – Dr. Penny Richards 
 

 

 

Date:  _________________________ 

 

 

Canine Cranal Cruciate Repair        Accupuncture Referral 

 

Canine Patellar Luxation Repair            Canine Hip Luxation  

 

 

 

Referring Clinic and Veteriarian:  ______________________________________________ 

     ______________________________________________ 

     ______________________________________________ 

     ______________________________________________ 

 

Referring Clinic Phone Number: ______________________________________________ 

Referring Clinic Email:  ______________________________________________ 

 

 

Referral Information on Patient:  

Owner:  ______________________________________________ 

Address:  ______________________________________________ 

Phone:  Home: (     )______________ Business: (     )_____________ Cell (     )_____________ 

 

 

Pet Name:   ______________________________________________ 

Breed:  ______________________________________________ 

Birth Date: __________________________ Age: _______________ 

Sex:  M / F  Neutered:  Yes / No 

Colour:  ______________________________________________ 

Weight : ______________________________________________ 

         Central Nova Animal Hospital LTD 
 

 



Last Immunization: ________________________________________ 

Lameness Onset/History/Exam:  

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

______________________________________________________________________________

______________________________________________________________________________ 

 

Current Medications (if any): 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

______________________________________________________________________________

______________________________________________________________________________ 

 

Radiographs: 

 

Please include cc and ml views of stifle (if available) 

 

 

 

 

 

 
Completed reports will be sent only to referring veterinarian by  phone call or         email. 

 

Payment in full will be required upon discharge.   

 

Please send completed referral form by email to cnahlab@centralnovavet.com 

 

Thank you for your referral. 

    

mailto:cnahlab@centralnovavet.com

