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 VCA Paradise Valley Emergency Animal Hospital

6969 E. Shea Blvd. #150

Scottsdale, AZ 85254

Phone: 480-991-1845 


Initial of Staff at Check-In (office use only)_______
Owner/Responsible Party Information
Information
Full Name: _______________________________________________

Address: _______________________________________
Apt#: _____ 
City: _________________________  State:______ Zip Code: _________
Primary Phone#: __________________ Other Ph#: _________________
E-Mail: ______________________________________________
Pet Information

Name: ___________________________ 
( Female            ( Spayed 

                                                                                       
( Male                ( Neutered
Birth date: ___ / ___ / ______     Or 
Approx. Age: ________ 

Species: 
Canine  
Feline  
Other: ___________

Breed:______________________________________ Color:_________________

Reason for visit: __________________________________________
Current Medications: _____________________________________
Is your pet allergic to any medications?
Not that I know of
      Yes ________

Time your pet last ate: _________________________     Am      
Pm

Please list the hospital name of your regular veterinarian:

_______________________________________________________
Consent for Exam and/or Treatment
I am over 18 years of age and have the legal authority and right to authorize and direct the licensed veterinarians at VCA Paradise Valley Emergency Animal Hospital to examine my pet and provide any emergency medical treatment immediately necessary to sustain life. I hereby authorize the staff of VCA to render any treatment that is deemed necessary to my pet(s) health while in custody of the hospital. I understand that in the event of any unusual or emergency circumstances, the staff will make every attempt to contact me or my designated representative before, if time permits, proceeding with treatment. I understand that I will be financially responsible for all emergency procedures including the Estimate of Charges provided to me in person or over the telephone. I understand that professional fees are to be paid at the time services are rendered and a deposit is required on all pets admitted to the hospital. I understand that no warranty or guarantee has been made as to the results or cure. I understand that trained personnel will not be on the premises or available to attend to hospitalized patients beyond regular business hours of Mon - Fri 5p-8a, Sat/Sun 24 hours. On major holidays we are open 24 hours. FULL PAYMENT IS DUE UPON THE COMPLETION OF THIS VISIT.
______________________________________     _______________ 

Signature of Owner, Agent, or Good Samaritan                    Date
