Drop Off Form

The information requested will tell us the things you want us to do for your animal.  It is the only way we can be certain that we understand what you want.  Therefore, it is very important for you to be as specific as possible.  If we need additional information we can reach you at the number you give us today.  Thank you!

Owners Name:___________________________________________________  Date:__________________

BEST phone number for today:_____________________________________________________________

Pets Name:_____________________________    Age ____________   Breed  ______________  Sex ____

Is your pet Sick?   (  Yes   (  No     If so, for how long? ____________________

Major complaint:________________________________________________________________________

Has your  pet been treated for this condition recently?  ( Yes (No

Is your pet on Heartworm preventative?  ( Yes  ( No

Current diet______________________   No. of feedings per day ______  Any table scraps?   ( Yes   (No 

HISTORY:

Vaccinations:  (  Current     (  Needed:  

Dogs:   (DHLPP (Bordetella  (Corona (Rabies
  ( Other: _________________

Cats:  (FVRCP  (Feline Leukemia  (Chlamydia( FIV  (FIP  ( Other

Any surgery or other illnesses lately?________________________________________________________

Is your pet on any medications now? ________________________________________________________

Is your pet allergic to any medications?______________________________________________________

Does your pet have any of the following (check all that apply)?

Increased water intake (
Increased Urination (
Coughing (

Diarrhea (
Sneezing (

Gagging
(

Head shaking ( 

Scratching (
Seizures (

Scooting
(

Bad breath (  

Fleas/Ticks (
Weight loss (

Weight gain (

Hair loss (

Swelling  (
Exercise intolerance (
Dry Skin (

Trouble breathing (
Vomiting (
Limping
(which leg _____________)

Behavioral changes __________________________

Lumps or bumps (Do you want us to evaluate these?    Yes (   No)

Owner/Agent ________________________________________ Date _______________ 

