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Drop-Off Sheet 
 
Patient First/Last Name: _________________________________ Date: _____________________ 
 
Since his/her last visit has your pet experienced any of the following? 
 
Vomiting  Yes ___ No ___  Comments 
   Severe -Moderate -Mild 
 
Diarrhea  Yes ___ No ___  Comments 
   Severe -Moderate- Mild 
 
Coughing/Sneezing Yes ___ No ___  Comments 
   Severe- Moderate- Mild 
 
How is your pet’s appetite?  Good ___ Fair ___ Poor ___ 
 
How is your pet’s water intake? Good ___ Fair ___ Poor ___ 
 
How is your pet feeling today? Good ___ Fair ___ Poor ___ 
 
Is your pet currently on medication?  Yes ___ No ___ 
List Drugs and Doses: 
 
 
Was medication given already today? Yes ___ No ___  What time? ______ 
 
Do you need any medications refilled?  Yes ___ No ___ 
List refills needed: 
 
 
If your pet is on insulin, what time was it last given? ________ How much? _______ 
 
What time did your pet last eat? _______ 
 
 
If recommended, do we have your permission for additional testing? Yes ___ No ___ 
 
 
 

Owner’s Signature: __________________________________________ 
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