
 Terrell Heights Veterinary Hospital Drop-O� Form 

 Date:______________________ 

 Client Last Name: ___________________________     Phone Number:________________________________ 

 Pet’s Name:____________________________ Species: _______________ Breed: _______________________ 

 Have We Examined Your Pet Before: ______________________ (If no, please fill out a new client form) 

 Reason For Drop- Off: 

 ________________________________________________________________________________________________ 

 ________________________________________________________________________________________________ 

 What and When Did Your Pet Last Eat? 

 ________________________________________________________________________________________________ 

 Is Your Pet:  Vomiting_______, Diarrhea_______,  Coughing_______, Sneezing_______, Painful_______, 

 Limping_______, Losing Weight_______, Itching_______, Gaining Weight_______, Other:_______________ 

 Please Describe:  _______________________________________________________________________________ 

 ________________________________________________________________________________________________ 

 Current Medications and Dosages Including Time of Last Dose: 

 ________________________________________________________________________________________________ 

 ________________________________________________________________________________________________ 

 Is Your Pet Allergic to ANY Vaccines, Food, or Medications?  ____________________________________ 

 ________________________________________________________________________________________________ 

 By signing below I understand that I am responsible for all charges incurred for the Pet(s) 

 mentioned above. If needed, you will be called with an estimate prior to administering treatment. 

 ____________________________  (Owner’s Signature) 
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