Client Number:___________


Admitted By_______________

Oakview Veterinary Medical Center, Inc.
“Drop Off” HEALTH HISTORY FORM
Rev2.1205
Name:_____________________________________Pet: ______________________  Date: _________________

Phone Number(s) where you can be reached today: _______________________________________________

  To better serve you and your pet, we ask that you take a couple of minutes to complete this form. The more  

  information we have about your pet, the easier it is to properly diagnose and treat your pet’s health problem.

  1. What is the health problem that you would like the Veterinarians to evaluate today? (Please use the back of 

      page if necessary)_______________________________________________________________________

      ______________________________________________________________________________________

  2. Please give a brief history of the problem: (answer those that apply)

 
a. When did you first notice the problem? __________________________________________________


    _________________________________________________________________________________


b. Has the problem occurred previously? ___Yes ___No


    If “yes”, when was the last time it occurred ?______________________________________________


    _________________________________________________________________________________


Indicate prior treatments(s) and response to treatment(s):______________________________________


    _________________________________________________________________________________


    _________________________________________________________________________________


c. Have you notices any other recent changes in your pet’s appetite, attitude, activity, appearance, thirst, 


      
    urination or defecation habits? Please comment: __________________________________________


    _________________________________________________________________________________

  3. Is your pet currently taking medication(s) ___Yes ___No


If “yes”, what was given?_______________________________________________________________


Time last medication was given?_________________________________________________________

  4. Did  your pet eat today? ___ Yes ___No  If  “yes”, what was fed? ___________________________________

      How much was eaten? ____ cup(s) Approximately what time did your pet last eat? _____________________

I understand that there is not a Veterinarian available at this time and choose to leave my pet for examination. Please review and initial only one (1) of the following choices:

  [  ]  I authorize and direct the Veterinarians of Oakview Veterinary Medical Center, Inc. to perform diagnostic 

        and/or treatment procedures as deemed advisable or necessary. (____)

or
  [  ]  I request a phone call prior to the performance of any diagnostics and/or treatments. (____)

or
  [  ]  I request a phone call prior to the performance of any diagnostics and/or treatments if the estimate for 

        services exceeds $______ at  (____)_________________.
  Upon discharge, I agree to pay in full for services rendered for my pet.

  Signature:                                                                                                        (Owner or authorized agent of owner)

Office Use Only:  

Laboratory samples brought in by owner:  Fecal [   ]  Urine [   ]  Other[   ]_______________________________

Personal Supplies __________________________________________________________________________________________

Telephone call expected: _____________________________Best Phone Number: ____________________________________ Pick-up scheduled/expected: ________________________________
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