
 

DVMInsight New Client Request Form 
 
Teleradiology Company you would like to use: 
 
Hospital name: 
 

Address: 
 
 

Phone: 
 

Fax: 
 
Primary email address: 
 
Preferred reporting/notification method:  Email      Fax   Both 
 
Primary contact for set up:  
 
 Contact email:  
 
List of current hospital doctors: 
 
 
 
 
 
 
 
 
 
 
Additional notes or questions: 
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