
 

 

  _________________________  __________________    __________________ 

Last,   First    Date/Time   Date / Time of Pick up 

 

Pet(s) Breed Color 

   

   

   

Any reference hereafter to All Pets Hospital, LTD implies its agents, officers, owners, employees, and 

subcontractors. All Pets Hospital, LTD recognizes the increased risk associated with pets boarding together in a 

kennel situation, and recommends your pets board separately. By signing here, you agree to hold All Pets 

Hospital, LTD harmless in the event your pet(s) becomes injured or sick due to boarding with your other pet(s), 

and understand that any cost incurred due to such an event is your responsibility as the owner/responsible 

party.  

*I have read the recommendation of All Pets Hospital, LTD, and request my pets be boarded together.          

 

Signature __________________________________ 

 

Does your pet have any belongings? If so, please explain: __________________________ 

_________________________________________________________________________ 

 

Does your pet(s) have any medications?  YES      NO 

If so, did he/she already get their medication today?  YES      NO 

 *medication must be in original container 

 

Will your pet need a groom while staying with us?  YES      NO     
 *A bath is included in the boarding fees.           

                                     

   If so, do we need to schedule one for you?  YES        NO                         Date____________       

 *Grooming is a separate charge from boarding 

 

Is your pet having a procedure while in our care? (Exam, Surgery, Dental, etc.)   YES         NO 

If so, what procedure? ____________________________________   Date____________ 

 

Vaccinations, including a fecal analysis, must be up to date for your pets safety and that of our staff. If they are 

not, they will be vaccinated according to our hospital policy during their stay, at the owner’s expense.  

 

1 yr RV     3 yr RV     DHLPPC     BV     Lyme     HW check      Fecal     RCPP     FELV    (please ŎƘŜŎƪ what is needed) 

 

 

 

 

 

 



 

Are you interested in your dog(s) attending All Pets Dog Day Care  YES           NO 

  

Dog’s Name __________________________________ 

 

 Full Day  Half Day Dates attending:  _____________________________ 

         _____________________________ 

         _____________________________ 

         _____________________________ 

         _____________________________ 

 

*You must complete an 5ŀȅ /ŀǊŜ Application, and your pet must be spayed/neutered, up to date on 

vaccinations and pass a temperament evaluation in order to be considered for Day Care. 

 

 

____I give consent for All Pets Hospital to give medical treatment necessary for my pet’s health and well being 
during their stay. All treatment will be at the owner’s expense.  

____I do NOT give consent for All Pets Hospital to treat my pets during their stay. I understand that I assume 

all responsibility for this decision. 

I understand that there are inherent risks associated with boarding my pet(s) such as, but not limited to, 

illness or injury. I accept these risks, and agree that All Pets Hospital, LTD will not be held responsible for 

any unforeseen circumstance. I waive all claims or actions against All Pets Hospital, LTD relating to the care, 

control, health and/or safety of my pet(s) while in their care.  

 

Emergency Info:  Home phone ________________  ________________________________________ 

       Cell Phone     _________________   Owner’s Signature 

        ________________________ 

          Date 

             

 

APH initial ________ 

 

 

 

 

 



 

Technician Check in Questions 

________________________   _______________________________ 

Pet’s Name      Owner’s Name 

 

Feeding 

 - Type of food:    own  (brand) ________________________ kennel 

 - How much to feed _____________________ Times per Day ____________ AM   PM 

 - Was the pet fed today?     YES  NO 

- Any behavioral problems?  

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

- Any medical problems? (Hx of seizures, incontinence, arthritis, etc.) 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

 

Technician exam done ______________ (initial)  Date _______________________ 

Please note any issues found on exam: 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 
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