
MEDICATION FORM 
 

Pet’s Name: ___________________________________   Last Name: ____________________________ 

 

Pet Parent: ___________________________________________________________________________ 

Is your pet allergic to any food (human or pet)?              Y / N 

If yes, what? 

 

 

Total # of medications    ________________ 

 

 

MEDICATION NAME  Verified medication (staff initials) 

For what condition/ailment is 

the pet being treated for?  

 

Is there any special way that 
you give your pet medication? 

 

Type of mediation Ointment        ☐ Oral         ☐ Other, specify 

Is medication administered 
regularly or on an “as needed” 
basis? 

Regularly         ☐ AM Amount Noon Amount PM Amount 

As needed        ☐ If “as needed” specify the maximum daily 
dosage/frequency. 

 

 

 

 

 

 

 

 

 


