
MCVS DROP-OFF FORM 
 
CLIENT INFORMATION       
 
__________________________________________________ Date____________________________ 
Owner's Last Name   First  
Best Phone number to reach you:______________________ Is this your: __Home   __Cell   __Work     
Alternate phone number:______________________________ Is this your: __Home   __Cell   __Work     
May we contact you at work:____YES  ____NO    Best times to Contact you:______________________ 
 
PATIENT INFORMATION  
 
NAME ______________________________ Circle :  (DOG  CAT  Other____)       (M / F)    (Neutered / Intact) 
      My pet has had vaccinations in the last 12mo: __YES    __NO 
IS YOUR PET (answer below):   APPROX DATE FOR DOG VACCS     DATE FOR CAT VACCS  
__Indoor Only   __Outdoor Only   __Both Rabies:__________________  Rabies:___________ 
IS YOUR PET AROUND OTHER:  Parvo/Distemp:____________ FVRCP:___________ 
__Cats   __Dogs   __Both      Heartworm test:___________  Leukemia:_________ 
FeLV/FIV testing and vaccs is recommended for outside cats - please ask us about it!  FeLV/FIV test:______ 
 
CURRENT DIET and APPROX DAILY AMOUNT______________________________________________________ 
 
REASON FOR SEEING DOCTOR TODAY_________________________________________________ 
If your pet is here for yearly vaccinations, have there been any problems at home (such as vomiting, 
diarrhea, coughing, sneezing, drinking too much, urinating too much, eating too much, behavior changes, 
vision or hearing changes)?  If so, please answer the questions below as well. 
 
WHEN DID THE PROBLEM START?______________________________________________________ 
 
HOW FREQUENTLY DOES IT OCCUR? __several times daily   __daily   __several times/wk  __weekly 
 
HAS THE FREQUENCY OR SEVERITY CHANGED? __yes   __no  
IF YES, DESCRIBE HOW:______________________________________________________________ 
 
HAS IT OCCURED BEFORE?  __yes   __no   IF YES, HOW LONG AGO?_______________________ 
 
WAS YOUR PET SEEN BY ANOTHER VETERINARIAN FOR THIS PROBLEM?  __yes   __no 
IF YES, BY WHOM?________________________________________________ 
 
WHAT TREATMENTS WERE USED (by you or another vet), and HOW SUCCESSFUL WERE THEY? 
____________________________________________________________________________________ 
____________________________________________________________________________________ 
 
CURRENT MEDICATIONS______________________________________________________________ 
 
PRIOR INJURIES/ILLNESS_____________________________________________________________ 
 
Sometimes bloodwork or radiographs (x-rays) are necessary to help diagnose a condition.  Although they 
do not always provide a definitive answer, these tests can help us narrow down possible causes.  Please 
check below if you would like us to perform these tests as deemed necessary: 
BLOODWORK  (up to $150):  __yes  __no   __please call first   __yes, but at a limit of $_____ 
RADIOGRAPHS  (up to $120):  __yes  __no   __please call first   __yes, but at a limit of $_____ 
 
If you have a limit that you can spend today, please indicate this and we will try to work within it: $______ 
 
________________________________________________________________ __________________ 
Signature of owner or agent        date  


