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Date Time Admission
o Tech o Receptionist
Please fill out completely
Owner's Name Pet's Name
Daytime Phone Evening Phone Other Phone
Insulin Type Dose and frequency Time Last Given
Diet (type & canned vs. dry) Time of Last Feeding Did (s)he eat?
Check all that apply since your last exam.
Drinking Appetite Episodes of:

[ Increased

[ ] Decreased

[ No change
g

Urination

[T Increased
[ ] Decreased
[ I No change

[ Increased

[ ] Decreased

[ | No change
g

| | Weakness

[ ] Trouble walking

| | Disorientation

[ ] Vomiting

Diarrhea

| [ Inappropriate urination
[ ] Visual problems

Please describe in detail the above changes.

Please list any questions you might have or describe any issues you wish addressed.

|_ NO, I do not wish any resuscitation efforts.

In the event of an in hospital emergency, CPR may need to be initiated. In order for us to provide the best care of our patients,
some decisions need to be made immediately. Please indicate your intentions should an arrest situation occur. All efforts will
be made to contact vou in the event an emergency arises.

|_ YES, I want full resuscitation efforts. All reasonable attempts will be made to preserve life.

The veterinarians at The Falls Road Animal Hospital will address all the problems listed above and help resolve them. Unless
otherwise specified by you, we will begin treatment at the time of examination.

Vaccinations are required to be up to date for all hospital patients. Payment is due in fall when services are rendered.
There is a monthly 2% interest for all past due accounts. Collection fee of 50% is charged for accounts 90 days past due.

I have read and understand the above.

Signature

Date
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