
 
VETERINARY REFERRAL FORM 

 
Registered Veterinary Nurse: Bethany Grant MSc AdvVN(Dist) CertAVN RVN BSc(hons) 
ISFMCertFN VPAC 
Business: Beth’s Pawfect Pet Services 
Phone number: 07745123260 
Email: beththervn@gmail.com 
 
All personal information is collected for the purpose of providing pet care services and maintaining accurate 
records. Information is stored securely and only shared where necessary (e.g. with a veterinary surgeon in an 
emergency). You may request access to or deletion of your information at any time. 
 

Client Information 
Full name: _________________________________________________________________________ 
Address: ___________________________________________________________________________ 
__________________________________________________________________________________ 
Phone number: _____________________________________________________________________ 
Email: ____________________________________________________________________________ 
 

Pet Information 
Pet’s name(s): _______________________________________________________________________ 
Species (e.g. dog, cat, rabbit etc.): ________________________________________________________ 
Breed: ____________________________________________________________________________ 
Age: ______________________________________________________________________________ 
Health conditions (if any): _____________________________________________________________ 
__________________________________________________________________________________ 
Medications (if any): _________________________________________________________________ 
__________________________________________________________________________________ 
Insurance details (if any): ______________________________________________________________ 
__________________________________________________________________________________ 
 

Referring Veterinary Practice Information 
Referring Veterinary Practice: ___________________________________________________________ 
Referring Veterinary Surgeon Name: _____________________________________________________ 
Email: ____________________________________________________________________________ 
Phone number: _____________________________________________________________________ 
 

 

mailto:beththervn@gmail.com


Treatment or Procedure to be Administered 
Treatment/Medication Prescribed: _______________________________________________________ 
__________________________________________________________________________________ 
Dosage/Instructions: _________________________________________________________________ 
__________________________________________________________________________________ 
Frequency/Duration: _________________________________________________________________ 
__________________________________________________________________________________ 
Start Date: _______________________________ End Date: _________________________________ 
 

Veterinary Authorisation 
I confirm that the above treatment or medication has been prescribed by this practice and that Bethany 
Grant (Registered Veterinary Nurse) of Beth’s Pawfect Pet Servcices is authorised to assist the client in 
administering this treatment in their home. 
Beth’s Pawfect Pet Services operates within the RCVS Code of Professional Conduct and provides non-clinical 
support only. Any new clinical findings or welfare concerns identified during visits will be referred back to the 
prescribing Veterinary Surgeon. 
 
Signed: ______________________________________________________  Date: ________________ 
Vet Name:_________________________________________________________________________​
Practice Stamp: 
 
 
 
 
 
 

Client Consent​
I authorise Bethany Grant (Registered Veterinary Nurse) of Beth’s Pawfect Pet Services to assist with the 
administration of the treatment/medication listed above, as directed by my Veterinary Surgeon. 
 
Signed: ______________________________________________________  Date: ________________ 
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