PRAIRIE ANIMAL HOSPITAL
920 W. Prairie Ave 

Coeur d’Alene ID 83815

208-772-3214

Drop Off Treatment Form

Please fill out this form and give to the technician.  Please leave a phone number that you can be reached at.  The doctor will call after they have performed an initial evaluation.  The doctor may have a diagnosis, a recommendation, or suggest additional diagnostic tests at this time. 

Name: ______________________________

Patient’s Name: ______________________

Phone Number: _______________________
Cell Phone: __________________________

Date: _______________________________

Please identify today’s concerns or treatment request.  When possible briefly describe when you first observed the problem, if it has occurred before, and provide any other pertinent details.  

GASTROINTESTINAL:

Normal Appetite:_______________________________________________________________

Vomiting: ____________________________________________________________________

Stool: ___________________________________________________________________

Straining: _____________________________________________________________________

Other Info: 

URINARY:

Frequency: ___________________________________________________________________

Straining: ____________________________________________________________________

Blood: ______________________________________________________________________

Increase Drinking: _____________________________________________________________

Other Info:
RESPIRATORY:

Coughing: ____________________________________________________________________

Sneezing: _____________________________________________________________________

Nasal Discharge: _______________________________________________________________

Other Info: 

SKIN:
Scratching (where):_____________________________________________________________

Sores/wounds (where) __________________________________________________________

Growths (where): ______________________________________________________________

Ears: ________________________________________________________________________

Other Info: 

EYES:

Squinting: ____________________________________________________________________

Discharge: ____________________________________________________________________

Scratching: ____________________________________________________________________

Other Info: 

DENTAL:

Bad breath: ____________________________________________________________________

Lip/Gum Issues: ________________________________________________________________

Difficulties Eating: ______________________________________________________________

Facial Swelling: ________________________________________________________________

Other Info: 

LAMENESS:

When was it noticed: ____________________________________________________________

When does pet limp: ____________________________________________________________

Which limb: ___________________________________________________________________

Other Info: 

I Request and understand there will be a charge:

___ Routine Exam

___Vaccinations

___Fecal Analysis


___ Blood Tests

___Urinalysis


___Radiographs

___ I authorize any diagnostic tests or procedures that the doctor deems appropriate

or

___ Please call before any tests or procedures are performed

Signature: ________________________________________

