
A N I M A L  H C S P I T A L

Admissions / Hospitaluation Release
Date:_ Owner's Name:
Pet's Name:
Contact number(s):
Reason for today'sappointment?

us ouf the below nformafion complefely.

SYMPTOM(S) Yes No IF YES PLEASE(CIRCLE)TO DBSCRIBE *or write description on back*

Vomitins whi te lye l low lp ink lbrown l food lbeenint rosh lo tetoy/st r ing

Diarrhea wotery I bloody I cow pie I mucous

Chanee in Eatine not eotinq ot oll I not eoting os rnuch I hove offered treots I recent diet chonge

Chanse in Drinkine drinking more I drinking less I not drinking ot oll

Chanse in Urination bfoody urine I increosed frequency I increosed omount I not using litter box I vocqlizing

Coushins / Sneezins moist  ldry lpet t i reseosi ly  loccursotn ight  l indoyt ime lseosonol  lcontoctw/unknowlqlmcle

Limoins / Lameness r i q h t f r o n t l r i q h t h i n d l l e f t f r o n t l l e f t h i n d l s u d d e n o n s e t l w o r s e n i n g l s o m e l i 4 p f q y , n g

Lumps / Lesions Locotion (please show receptionist/mark on diagram) | growing I chonged color I chonged te{u1g

**HOW LONG SINCE THE ABOVE STARTED?

X*HOW OFTEN IS IT OCCURING?

**lF DIABETIC - Did your pet receive insulin this morning?: YES NO
If so, what brand? How many units? At what time?

**Did your pet eat this morning? YES NO
If yes, what time? Did your pet eat a normal amount? YES NO [more I less

#
)ru

G
, ' \

ffi
(festing ollows us to detect problems thot ore unoble to be detected on physical exom)
**DIAGNOSTIC TREATMENT: Digital Radiograph, Blood Work, and or other Diagnostic testing up to $200.00
may need to be performed before communicating with clients. These tests are essential for proper diagnosing
and treating patient.(These service(s) do not include exam fees) client initial.
** SEDATION: May we sedate/anesthetize your pet if needed? (This amount does not include examfee.)

YES: You may sedate my pet if needed. NO: I do not want my pet sedated without being called first.

Additional Services lease
Ear Cleanine
Nail Trim
Fecal Parasite Exam
Anal Sac Expression

Do vou need refills of:

mark

-heartworm prevention
-flea prevention
-prescription medications

NO - if yes, how many?
NO - if yes, how many?

aopropriate box
Avid Microchip

Heartworm Test/Feline Felvff iv
Feline Ear Mite Check
Bath (healthy non-surgical pets only - cost by weight)

YES
YES

YES NO - if ves. Which Meds?
l'i 'rr*r...ors,,r iru . r r Lr , ,LLrg::: L;rs*il

* * Signature of Owner/Responsible agent: Date:

ALL THE BELOW INFORMATION IS TO BE FILLED OUT BY LAH STAFF ONLY
Currentonvaccinations: yes no (I fnot,mayweupdatetoday?: yes no)Admitted by:

Carrier leftwith pet: yes no Meds left with pet: yes no (If yes, please list all meds.)


