Kennel Cage Card

Client#: <number> 

Client: <client>, <contact>       
In Date:    


 Out Date: 




Patient: <animal>   Breed: <breed>    Color: <color>  
Age: <age>  Sex: <sex> 
Allergy: <allergy>
      Weight: <weight>__________   
	


 NOTES:                                                                      
 

	Date
	AM/NOON/PM
	Eating Habits

Good/Fair/Poor
	
	Date
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	BATH
	NAIL TRIM
	FLEAS?
	TO SEE VET
	HARNESS
	LEASH/COLLAR

	
	
	
	
	
	


	BELONGINGS:

Bag: _________________________      Bed: ________________________

Blanket: ______________________    Toy: ________________________

Kennel Food: __________      Owners Food: ________

Amount:   __________________________________________________

AM_______        Noon_________          PM________

	

	

	


	Medication

	


Golden Isles Animal Hospital
Admission Form

Client#: <number>

Owner:
 <first-name>  <last-name>  
E-mail address: <e-mail>

Address:
<address> <city>, <st> <zip>                                                   
Patient: <animal>

Species:  <species> 
 Breed:  <breed>

Sex:  <sex-name>
Age: <age>
      Color: <color>     Weight:  <weight>    

<reminders>
STAFF INITIALS CONFIRMING VACCINATION STATUS: 
Date In: 




     
Date Out:







PICK UP AUTHORIZATION/EMERGENCY CONTACT:




 Can be reached at (

)-




  




 Can be reached at (

)-




  

Items Left:
☐Leash
☐Collar
☐Carrier
☐Other_________________________________________
________________________________________________________________________________________________
Client Consent to Estimate/Medical Care Plan 

Client’s Name   <first-name> <last-name>
  
Pet’s Name    <animal>




Description of Primary Services To Be Rendered


<estimate>
This document serves as confirmation of receipt of an estimate for the medical care plan that will be carried out for and on my pet.  My signature below signifies that I understand and accept responsibility for the payment of these estimated fees as they are performed by this facility.  I accept that veterinary medicine is an inexact science and that no guarantee of successful treatment has been made.

I acknowledge that changes in my pet’s condition or discovery of other findings during treatment may necessitate a change in or an extension of the original estimate and if this occurs, a staff member will attempt to contact me to update this figure.  In the event I cannot be reached, this veterinary practice has permission to proceed with medical care for a) a life-threatening condition or b) additional services that will preserve or enhance my pet’s health or c) minimize the need for and risks of additional and costly services at a later date.  I agree to pay the balance of the above estimated fees at the time of my pet’s discharge.












_______________

Signature Owner or Authorized Agent



Date
