The Animalife Veterinary Center & Medicat Feline Hospital 

Check-in Sheet for Drop Offs
Appetite? 
 ڤExcellent 
ڤFair      ڤPoor  ________________________________________

Vomiting?
ڤNo
ڤYes ______________________________________________________

Change in water intake? 
ڤNo
   ڤYes_________________________________________

Change in frequency/duration of urination? 

ڤNo
ڤYes_________________________

Change in urine color/discomfort?
ڤNo
ڤYes_____________________________________

Diarrhea/Constipation?
ڤNo
ڤYes 
__________________________________________

Coughing/Sneezing? 

ڤNo
ڤYes  __________________________________________

Does your pet get tired after exercising? 
ڤNo
ڤYes ______________________________

Any lumps or bumps? 
ڤNo
ڤYes Location:___________________________________

Scratching/Chewing/Head Shaking? 

ڤNo
ڤYes ______________________________

Pet bumping into things/Having problems seeing? 
ڤNo
ڤYes ________________________

Stiffness or Pain when rising/jumping/stairs?

ڤNo
ڤYes ________________________

Does the pet travel?
ڤDrive
ڤFly
How often?________________________________

Reaction to any Vax in the past? 
ڤNo
ڤYes ____________________________________

Currently on any medications? 
ڤNo
ڤYes ____________________________________

Has your pet been around any toxins? ______________________________________________
Is your pet on Heartworm preventative?  ٱ No    Yesڤ 
Additional comments or concerns:__________________________________________________

______________________________________________________________________________

I hereby authorize the doctor and employees to deem any necessary procedures in attempts to diagnose/treat my pet while in their care. It is not necessary for the doctor and employees to call me before performing any procedures in attempt to diagnose/treat my pet while in their care. I also understand that these charges will be paid in full at the time of discharge. 

Phone Number where owner can be reached today_____________________________________
Owners Signature/Agent_______________________________

Date______________




Nurses Initials_________
  

