HOLISTIC PET VET CLINIC

      


    
        
                 

                   11505 SW PACIFIC HWY, SUITE D, TIGARD, OR 97223
      








  
                          Phone (503) 293-6666

            








                    Fax (503) 293-1721





Pet Information
Name_________________________________________________ Birth Date/Apx. Age_____________

Species: Dog_____ Cat_____ Other(please specify)______________________________ 

Breed____________________________________ Color______________________________________
Male_____ Female______    Altered  Y  N    At what age (approximate)______________
Vaccinations: (date/type/adverse reactions?) ___________________________________________________

______________________________________________________________________________________________________________________________________________________________________________
Diet ___________________________________________________________________________________

Primary Reason for Visit__________________________________________________________________

_______________________________________________________________________________________
Please check any of the following that you have noticed in the past 30days:
Appetite Loss
___
Behavioral Changes
___
Coughing
___ 
Limping
___   

Diarrhea
___
Breathing Problems
___
Scratching
___
Sneezing
___

Vomiting 
___  
Bleeding Gums
___   
Scooting 
___   
Fleas 

___   

Urinary Issues
___ 
Change in thirst
___
Eye Problems 
___   

Other _________________________________________________________________________________

If you checked any of the above please specify approximate date and duration of occurrence(s).

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Authorization

I hereby authorize the veterinarian to examine, prescribe for, and treat the animal described above. I certify that this is indeed my animal or that I have been authorized by its rightful guardian to seek medical services. I assume all financial responsibility for services provided and charges incurred in the care of this animal. I understand that all charges are to be paid at the time of services rendered unless a prior arrangement has been established. 

Guardian Name (please print)_______________________________________________________________
Guardian Signature_________________________________________________________  Date_________

