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Eastlake                   Boarding Check-In Form
VETERINARY
HOSPITAL
(206) 328-2675
www.eastlakevethospital.com
Owner’s Name(s) : ___________________________   Pet’s Name:  _________________________
Dates of Stay: from:_________________________ to ___________________________ 
We are admitting your pet for boarding. Are there any other services you would desire for your pet while here? ______________________________________________________________________________________________________________

If your pet is on medication be sure to bring the medications to the boarding appointment; this includes insulin for diabetic pets.
Phone Numbers where you can be reached: ____________________________   _____________________________________

Emergency Contact (friend or relative):_________________________________   _____________________________________
Feeding Instructions:

Name of  DRY food:  _____________________________    How many times a day? _______   How much? _______________
Name of  WET food:  _____________________________    How many times a day? _______   How much? _______________
Additional items you brought for your pet: _______________________________________________________________________

Medication   Instructions:        Medication                           Dose                            Last Given                   Next Due
                                              1.  ________________________    __________________      ________________     __________________

                                              2.  ________________________    __________________     _________________     __________________

                                              3.  ________________________    __________________     _________________     __________________

FOR HOSPITAL USE:
Current on vaccinations?  Y   N     Medications  schedule & amount reviewed?   _____  Amount of food OK? ________
If your pet develops a problem or medical concern while boarding, we will examine your pet and contact you regarding recommendations. If we are unable to reach you, we will extend appropriate medical care. As the owner you will be responsible for the cost of these services.
_________________________________________          ______________________        _______________________________________

Signature                                                                    Date                                       Print Name
