
Riverside Animal Hospital 

25 NW Olney Ave Bend, OR  97703 

Tel 541-585-3739 Fax 541-585-3740 

 
 

TODAYS DATE __________ REASON FOR VISIT __________________________________________________________________ 

PLEASE SHARE HOW YOU FOUND RIVERSIDE ANIMAL HOSPITAL____________________________________________________ 

OWNER’S NAME _____________________________________ SPOUSE _____________________________________________ 

ADDRESS_____________________________________________________ CITY______________ STATE______ ZIP __________ 

PREFERRED METHOD OF APPOINTMENT REMINDERS  PHONE   TEXT  EMAIL   

 

PREFERRED PHONE ______________________ PREFERRED TEXT _______________________ SPOUSE PHONE______________ 

EMAIL ________________________________________________  

EMPLOYER NAME______________________________________  EMPLOYER PHONE ___________________________________  

SPECIAL CONCERNS OR REQUESTS ____________________________________________________________________ _______ 

_______________________________________________________________________________________________________  

PET HEALTH HISTORY 

PET’S NAME __________________________ DATE OF BIRTH/AGE___________ WEIGHT _______ DOG           CAT           OTHER  

 MALE           NEUTERED           FEMALE           SPAYED            

 

MICROCHIP NUMBER ________________________________________ 

BREED ____________________________________ COLOR ______________________ 

MEDICATIONS (NAME, STRENGTH, DIRECTIONS) __________________________________________________________________ 

_________________________________________________________________________________________________________ 

VACCINATIONS (NAME, DATE LAST GIVEN) _______________________________________________________________________ 

PET HEALTH HISTORY 

PET’S NAME __________________________ DATE OF BIRTH/AGE___________ WEIGHT _______ DOG           CAT           OTHER  

 MALE           NEUTERED           FEMALE           SPAYED            

 

MICROCHIP NUMBER ________________________________________ 

BREED ____________________________________ COLOR ______________________ 

MEDICATIONS (NAME, STRENGTH, DIRECTIONS) _________________________________________________________________ 

________________________________________________________________________________________________________ 

VACCINATIONS (NAME, DATE LAST GIVEN) ______________________________________________________________________ 

AUTHORIZATION 

I hereby authorize the veterinarian to examine, prescribe for or treat the above described pet(s).  I have read and agree to the 
financial policy provided and assume responsibility for all charges incurred in care of this/these animals.  I understand that 
the charges must be paid in full at the time of service, and a deposit may be required for treatment. 

I give permission for my pet(s) photograph to be used for social media purposes.   Yes            No              

 

Signature of Owner/Agent ______________________________________________________________________ Date _________________________   

  

  


