
1053 S. Cleveland-Massillon Rd.
Akron, OH 44321-1689
Phone: 330.666.2976

Fax: 330.666.0519
www.metropolitanvet.com

Akron Veterinary Internal  
Medicine/Oncology Practice

330.670.2351
Fax: 330.670.2375

Marcia Carothers, DACVIM (SAIM)
Rance Gamblin, DACVIM (Onco)
Greg Chambers, DACVIM (SAIM)

Sarah Perdion, DVM
Practice Limited to Internal Medicine

Patty Thalhofer, DVM
Practice Limited to Internal Medicine 

Vanessa Dollo, DVM
Practice Limited to Internal Medicine 

Julie Stanton, DVM 
Practice Limited to Internal Medicine 

North Coast Bird & 
Exotic Specialists

1.877.NC XOTIC (877.629.6842)
Gary Riggs, DABVP (Avian)

Northeast Ohio Internal
Medicine Associates

330.670.2355
J. Lynn Turner, DACVIM (SAIM)

Ohio Veterinary 
Cardiology, Ltd.

330.670.2376
Lori Hitchcock, DACVIM (Cardio)

Ohio Veterinary Surgery 
& Neurology, LLC

330.670.2358
Sheldon Padgett, DACVS
R. Mark Daye, DACVS
Josh Collins, DACVS

Todd Axlund, DACVIM (Neuro)
BrieAnne Mauser, DACVIM (Neuro)

Alex Terreros, DVM
Surgery Resident

Emily Pearce, DVM
Surgery Resident

Referral Form Please Specify Specialist ____________________

Today’s Date __________

Owner _______________________________________Pet’s Name ________________

Address  ________________________________________________________________

City ___________________________________ State ___________ Zip ____________

Home Phone _____________Work Phone_____________ Cell Phone ____________

Species ____________________Breed  _________________Age ________ Sex ______

Vaccine History __________________________________________________________

Past Pertinent History _____________________________________________________

________________________________________________________________________

Present Problem _________________________________________________________

________________________________________________________________________

Past Treatment ___________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Current Medications - indicate dose & duration ______________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Diagnostic Materials Being Sent ____________________________________________

________________________________________________________________________

________________________________________________________________________

Referring Dr. & Clinic ____________________________________________________

________________________________________________________________________

Address _________________________________________________________________

Phone ____________________ Fax  ________________E-Mail ____________________

Preferred Method of Communication   ❏ Phone     ❏ Fax     ❏ Letter     ❏ E-Mail
Please send all radiographs (labeled with clinic name), copies of current records and all test results 
with the owners. Thank You!


