
Patient Inormaatirn

Client Name:   Patent Name:

Date:    Species:

Breed:  Age:

What ame we seeing yrum pet orm trday?

Syaptra Check

When was your pet’s last meal?
Any change in food or water intake?      YES     NO If yes, what have you notced and when did you frst notce it?

Any change in your pet’s actvity level?

Have you notced any     COUGHING      SNEEZING     VOMITING      DIARRHEA  If yes, please explain and note
when you frst observed:

Any lumps or bumps noted?     YES      NO If yes, please describe locaton and how long it has been present:

Any known allergies to medicatonssfoodsvaccines?     YES      NO

What medicatons does your pet receive? (Including heartworm and feastck preventonn:

What’s your pet’s last heat cycle? Female patients only

Crnsent

Initial

• Please note: we will strive to keep charges in line with any estimate given however, unforeseen situations may arise at 
which time we will inform you of additional charges  If we cannot reach you and a procedure needs to be performed, it 
will be done and charges will appear on your bill 

• All admitted pets must be free of external parasites  Animals with fleas and/or ticks present will be administered a 
preventative at the owner’s expense 

• Pets that are hospitalized on an emergency basis will require a deposit for treatment on an initial assessment
Extensive hospitalized stays may require additional charges to be expected prior to discharge 

• For the protection of our patients, all patients being admitted MUST be current on the Rabies Vaccine.
If necessary, an exam will be performed and vaccines will be given per the veterinarian’s approval. 

• All pets must be discharged by 6:00pm (M-Th) and 3:30pm (Fr).

If my pet requires eaemgency mesuscitatirn (CPR), please do the followingn Inital A or B:

A ____ DO NOT perform CPR on my pet  I decline CPR for my pet 
B ____ Request orm CPR. Having requested such emergency procedures, I agree to be held responsible for the 

additonal services performed 

 I grant permission for my pet’s photo to be used on ENAH website and advertsing  I do not agree to photo release 

Client Signature:            Date:

Phone:          Witness:

Alternate Phone:     

Eagle’s Nest Animal Hospital, Inc. | 9687 Barbara's Way, King George, VA 22485
(540) 775-6800 | (540)775-6842 (fax) | info@eaglesnestanimalhospital.com | eaglesnestanimalhospital.com

Treatment
Authorization Form

mailto:info@eaglesnestanimalhospital.com
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