Drop-off Consent Form
Emerald Coast Animal Hospital

350 E. Miracle Strip Parkway

Mary Esther, FL 32569

(850) 243-5080

Date: _______________________
Client Name (please print): ______________________________________
Patient Name (please print): ___________________________________________________

What problems have you noticed? (Coughing, sneezing, vomiting, diarrhea, limping, lumps, etc.) Describe the problem in as much detail as you can (ex. indicating where lumps are located, which leg pet is limping on, etc.).

When did you first notice the problem, and how frequently does the problem occur?

Has the problem(s) changed since you first noticed it? (Better, worse, bigger, smaller, etc.)

Is your pet eating/drinking normal amounts?

How is your pet’s activity level? (Normal, lethargic, etc.)

Cats Only: Has your pet been tested for Feline Leukemia & FIV? If so when?

If diagnosed and/or treatment should exceed the following amount: 

__________$250     __________$375     __________Treat as needed 

I understand I will be notified by phone at the number I leave for contact at which time I may authorize or decline any further diagnosis and/or treatment. 

Phone number where you can be reached today: (____) _____ - ___________

Signature of owner: _____________________________Date: _______________

Technician’s Initials: __________
