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CHRIS WILLIAMS, DVM
/A\AH Date: DR. TYLA YALK, DVM @

Animal Name: Client Name :

Phone numbers we
can reach you at today: 1( 2)

If we are unable to reach you regarding our initial exam findings and recommendations, how would you like us

to proceed? (Please choose one of the following options)
RESET PRINT

@ Do whatever the Doctor recommends.
@Wait until we are able to contact you. This may result in a delay of initial care.
@ Proceed with recommended care, but do not exceed a total cost of $

(Circle or indicate the general times you are available)

Available pick up times: 10 am--------------- 12 pm 2 pm 4 pm 5:30 pm
0]0]0]0]0]0]010]010]0]010)0]0]0.

Is there a doctor who usually sees this pet
or do you have a preference? @ YES @ NO If yes: Dr.

Approx. how old is your pet? Has your pet been spayed or neutered? @ YES @ NO

What are we seeing your pet for today?

Primary Complaints: (Please check all that apply)
QVomit‘ing QBlood in Urine QSneezing QDiarrhea QDifﬁcuIty Urinating
QGrowth /Lump QBIood in Stool QEyes QEars anappropriate Urination
QDifﬁcuIty Breathing QAnorexia QPainfuI QCoughing QLameness/Limping

ancreased Thirst Qltching QLethargic QHair Loss @ Front/Hind @ @ Right/Left @

How long has your pet been showing the above symptoms?

After you’ve finished filling out on screen, print out form
and then mark on the diagrams with a pen or pencil if nec.

If your pet has any unusual lumps,
bumps, wounds or skin irritation you
would like the doctor to address today,
please note on the diagram.

Other information you think may

be pertinent including recent illness,
surgery, and ANY medications

you have given:

Call 580-223-0943 FAX 580-223-0998 ardmoreanimalhospital.com 1107 S.Commerce St., Ardmore OK 73401 RESET PRINT
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