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Request for Radiographic Review 

 

Radiographic review by a board certified surgeon or radiologist is provided as a service to our referring 
veterinarians.  Please email radiographs to radiographs@covetspec.com  One of our doctors will get back to 
you with their interpretation. 

 
 
Patient Information 
 
Name _________________________________________________________              Dog            Cat 
 
Breed ____________________________________________________________   Age _______________ 
 
Gender                    Intact Male                     Neutered Male                     Intact Female                   Spayed Female 
 
Tentative Diagnosis ______________________________________________________________________ 
 
Historical Information/Physical Examination Findings ___________________________________________ 
 
______________________________________________________________________________________ 
 
______________________________________________________________________________________ 
 

 
Referring Veterinarian Information 
 
Name _____________________________________________________________________________ 
 
Hospital Name ______________________________________________________________________ 
 
Hospital Address ____________________________________________________________________ 
 
City __________________________ State ________ Zip ____________ 
 
Hospital Phone _____________________________ Fax ____________________________________ 
 
E-mail address ______________________________________________________________________ 
 
Preferred Method of Contact:              Phone                Fax                      Mail                        E-mail 
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