
 

Cascade Summit Animal Hospital    22320 Salamo Road, West Linn, OR  97068   
Tel 503.655.1722   Text 971.808.2224     Fax 503.607.0136    www.cascadesummitvets.com 

Admit Form 
 

Pet Name: _______________ 
 

Reason for Appointment: __________________________ 
    
 

Client Name:   
Phone Number for Decisions:   
Email Address:         
Person Dropping Off:  
Person Picking Up:  
Phone Number for Pickup:  
Do you have time constraints?  

 
Does your pet have insurance? Percentage of time spent indoors: 
Diet: Any change in food/treats? 
Appetite (normal, decreased, increased): Water Intake (normal, decreased, increased): 
Food Allergies? Other Allergies? 
Any Seizures?  
Symptoms Present (coughing/sneezing/vomiting/diarrhea/lethargy/lameness/itching/lumps or bumps/other) & History: 
 
 
 
Current Medications/Supplements and Dose: 
 
 
 

 
What phone number(s) can you be reached at today:    
       

Are there any times you will be unavailable?  
 
Can you be reached by text if we can't reach you by phone?  Yes  No  
 
Number to text:  

                                                                                           
Signature:   
 
Your Initials Here Will Serve As Your Digital Signature  
Date:  __________________ 
 
*** I am aware my signature authorizes CSAH to perform an exam on my pet for $63.  I will be available by phone and/or text and 
email for approval of recommended treatments. *** 
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