
 

 
305 Suffield St / Agawam, MA / Tel: 413.734.1292 / Fax: 413.372.5127 

 
24-Hour Holter 

Monitor 

 
Please send a completed referral form along with copies of radiographs, labwork, ECG’s and any other pertinent 

medical records with the holter tape. 
 
 

Referring Hospital:    Primary Care Veterinarian:    

     Phone number: ________________________________     Fax Number: ____________________________________ 

    
 

Patient 
 

Name:    Sex:   ⁯ M ⁯F   ⁯MN ⁯FS DOB:    
 

Species:  ⁯K9   ⁯ Feline Breed    Weight:    
 

 
 
 

Owner 

 
Name: 

Address: 

Contact Numbers: 
 

 
 
   Case Summary: (please include additional pages if needed or the medical record, lab results 
 
_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________ 

 

 



Diagnostics: (please send copies of all pertinent test results and history) 
Diagnostics Performed Date Results/Comments 

Bloodwork 

ECG 

Radiographs 

Other 

 

 
Medications: 

Medication Dosage Frequency Start Date 

    

    

    

    

    

    

    

    

 

Has the patient had a 24-holter done previously?  Yes/No      Approximate date performed:___________ 

Was the holter done by MVCS?  Yes/No      If the holter was done elsewhere, please include a copy of the report.  

Has the patient had an echocardiogram performed?  Yes/No   Approximate date performed: ________ 

Was the echo performed by Dr. Morris? Yes/No   If the echo was done elsewhere, please include a copy of the report. 

 

 


