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            Emergency & Specialty Veterinary Referrals Welcome

Our emergency and specialty veterinarians at Burlington Veterinary Emergency & Referral Hospital work to care for your clients and their pets. We are here for you!

Specialty Referrals

        

        
            
        

    


   


    
        
            

Location

Burlington Veterinary Emergency & Referral Hospital  
    775 Woodview Rd
    Burlington
    ON
    L7N 3S1
    CA
  


        


        
            

Phone Number


  
    (905) 637-8111
  




        


        
            

Hours

Monday - Friday 6:00 pm to 8:00 am
Weekends - 24 hours
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