
    Medication Form 

                                                                                                           Fax completed form to 562-570-3083 

Name:_______________________________________________  Date: ___________________________________________ 
 
Address: _____________________________________________  City/State/Zip: ____________________________________ 
 
Home Phone: (      ) _____________________________________  Work Phone: (     )_________________________________ 
 
Pet Name: ___________________________________________  Weight: ___________    Age:________________  
    
 
Please list all medications your pet is currently taking: 
      
Medication Name: ________________________________       Dosage ____________________________________ 
 
Type of Medication:  Ointment ___________  Oral __________         Other _________________ 
 
 For what condition is your pet being treated: ______________________________________________________________ 
 
 
Medication Name: ________________________________       Dosage ____________________________________ 
 
Type of Medication:  Ointment ___________  Oral __________         Other _________________ 
 
 For what condition is your pet being treated: ______________________________________________________________ 
 

Use Separate Sheet to list additional medications. 
Office Use Only 

 
 

Veterinary Staff Contacted: 
 

Date ________________  Medication Accepted:  Yes ________  No _________ 
 

Authorization Given By: _____________________________________________________________________ 
 
Client Number:_______________ Check-in Date: ___________________ Check-out Date: ____________________ 
 

Check-in 
Medication Name: _________________________________  Quantity _________________ Date: _________________ 
Medication Name: _________________________________  Quantity _________________ Date: _________________ 

Client Initials _______     Staff Initials _____ 
Check-out 
Medication Name: _________________________________  Quantity _________________ Date: _________________ 
Medication Name: _________________________________  Quantity _________________ Date: _________________ 

Client Initials _______     Staff Initials _____ 
 

 

Microchip Yes _________  No ___________ Due By:  ________________ 
 


