LakeCross Veterinary HospitalMERGEFIELD CLINICNAME 

106 Parr DriveMERGEFIELD CLINICADDRESS1 

HuntersvilleMERGEFIELD CLINICCITY, NC  28078

704-948-6300 MERGEFIELD CLINICSTATE   MERGEFIELD CLINICPOSTALCODE 

MERGEFIELD CLINICPHONE 
Boarding Release Form
	Client Name:
	________________________________________MERGEFIELD FULLNAME 
	Name:
	MERGEFIELD NAME_____________________________

	Address:
	MERGEFIELD ADDRESS1________________________________________
	Species:
	MERGEFIELD SPECIES_____________________________

	
	MERGEFIELD ADDRESS2________________________________________
	Breed:
	MERGEFIELD BREED_____________________________

	
	MERGEFIELD CITY   MERGEFIELD STATE    MERGEFIELD POSTALCODE
	Sex:
	MERGEFIELD SEX_____________________________

	Telephone:
	MERGEFIELD PHONENUMBER________________________________________
	Color:
	MERGEFIELD COLOR_____________________________

	
	
	Birth Date:
	MERGEFIELD BIRTHDATE[SHORT]_____________________________

	
	
	
	


Admission Date _____________      Date of Pick-up ___________ AM or PM (please circle one)

Emergency contact number ____________________________________

Diet  ___________________________________

Please list all personal items accompanying your pet_________________________________________

___________________________________________________________________________________

Additional Services Needed_____________________________________________________________

Dog(s) on heartworm preventative?  ____ yes _____ no

Please note that all pets that have fleas will be treated for an additional charge with Advantage or Capstar while in the hospital.

Would you like your pet(s) bathed while boarding (includes nail trim and ear cleaning)?

  
                                  _____yes 
    _____no 


  **Please circle preference:   unscented bath    /   scented bath

Are any medicines necessary while boarding/bathing?  
_____ yes 
 _____ no 


Give names of any medications and the dosage to be given:  ____________________________________________________________________________________________

  
Authorization for Medical Treatment 

I give the Doctors of LakeCross Veterinary Hospital permission to treat my pets in the event they become ill while under our supervision.  I understand I will be responsible for any charges that are incurred during the treatment of my pet.  I also understand it is the policy of LakeCross Veterinary Hospital that all animals have current vaccinations and are free from internal and external parasites.  Pets with fleas will be treated at the owner's expense.


Signed :  _____________________________________________________________________________________

