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New Patient Intake Form
Red Rocks Animal Center
620 Miller Court Lakewood CO 80215

Owner’s/Rescue’s Name (Print First & Last):_____________________________________________________________

Phone Number: ___________________________________________
Owner’s Address: _____________________________________________ City_____________________ State_____________

Zip Code:________________  Email: ______________________________________  Patient’s Name: _______________________    
Species (Dog/Cat) ___________________   Breed:___________________    Gender: ______________
Age: ________________
Color/Markings: __________________________________   Date of Birth:_________________________________________
Reason for your visit today: __________________________________________________________________________________

HAVE WE SEEN THIS ANIMAL BEFORE? YES_______   NO_________

MEDICAL HISTORY

Yes
No








Did your pet eat this morning?



Has your pet ever had any seizures?



Has your pet had any reaction(s) to medications, vaccines, or anesthesia? ​​​​__________________
Is your pet on any medication? Please list: _____________________________________________
___________________________________________________________________________________________________

Eating and drinking normally? ___________ If not, how long? ____________________

Having any vomiting or diarrhea? ______________ If so, how long? ____________________

Having any coughing or sneezing? ______________ If so, how long? ____________________
Itching/Scratching? ___________
If so, how long? ____________________
Urinating more or less than usual? ___________ If so, how long? ____________________

Limping? ____________ If so, how long? ____________________ Which leg? ________________
Weight loss or gain? _______________________________________
I, being responsible for the animal described above, have the authority to grant Red Rocks Animal Center and/or its representatives my consent to receive, treat, and administer anesthetics or medications as deemed proper by the veterinarian and/or operate upon the animal previously named. I understand that no assurance or guarantee has been made of the results of any surgery or treatment and that the risks and probabilities of complications exist in any surgical or medical treatment including death, exist in any surgical or medical treatment which may result in further visits to a doctor and/or specialist with additional charges. 

I understand that payment is due in full at time of service, and any unpaid balance due is my responsibility and I agree to pay as indicated by Red Rocks Animal Center. We accept all major credit/debit cards, Scratch Pay, Care Credit, and cash. I understand that any NSF check issued will be charged an additional fee of $50. I understand that it is especially important that I provide a number that I can be reached within 10 minutes of the beginning of a surgical procedure. I also understand that if Red Rocks Animal Center encounters a situation that requires contacting me and I am unavailable, Red Rocks Animal Center will do whatever is in the best interest of my animal. I also understand that this may incur additional charges and I will be responsible for paying those charges. 

I am at least 18 years of age and after carefully considering the above, have signed in agreement.  

I further acknowledge that there is NOT an overnight or on-call Veterinarian between the hours of 7pm and 8am and I have the option to transfer to a 24-hour facility. 
Signature: _______________________________________________      Date: _______________________________________________________
_____________________________________________DO NOT WRITE BELOW THIS LINE_________________________________________
Tech/Dr: _____________________________          Wt: __________ T: ​​​___________ P: ___________ R: ___________

	DATE:
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