Medications or Supplements

Cappas

Pet's name

Kennel.

a caring stay while you're away

Breed/ type

Owner

Arrival Date

Complete a section for each medication, treatment or supplement. Please be specific

and provide all information: (Note: There may be an additional charge for administration of
some medications).

1) Medication/Supplement

Name of Medication/Supplement

Treatment for

Will the course of treatment be completed while your pet is in our care? [ ] Yes |:| No

(QCapsule [ Tablet (Q Ointment [ Injection (1 Drops ( Spray (1 Powder

[ Other

Frequency: Qilx/day Q2x/day Q3x/day OOther:
dam noon pm  Dosage:

Administration: QEatsastreat 1 Oral Inmeal O Injection Site
 Insnack [ Peanut butter [ Cheese [ Canned food [ Other

Other Instructions:

2) Medication/Supplement

Name of Medication/Supplement

Treatment for

Will the course of treatment be completed while your pet is in our care? []Yes [ ]No
(dCapsule [ Tablet (1 Ointment (1 Injection (1 Drops (Q Spray (1 Powder
(1 Other

Frequency: QO i1x/day Q2x/day Q3x/day QOther:

dam noon pm  Dosage:
Administration: QEatsastreat QI Oral Inmeal [ Injection Site

(1 In snack [d Peanut butter [ Cheese [ Canned food & Other

Other Instructions:

For additional medications, please ask for an additional sheet.



3) Medication/Supplement

Name of Medication/Supplement

Treatment for

Will the course of treatment be completed while your pet is in our care? []Yes [JNo
(dCapsule [ Tablet (1 Ointment (1 Injection (1 Drops [ Spray (1 Powder
1 Other

Frequency: QO ilx/day Q2x/day Q3x/day QOther:

dam noon pm  Dosage:

Administration: QEatsastreat QA Oral Inmeal & Injection Site

1 In snack [ Peanut butter [ Cheese [ Canned food & Other

Other Instructions:

4) Medication/Supplement

Name of Medication/Supplement

Treatment for

Will the course of treatment be completed while your pet is in our care? ] Yes [_|No
(dCapsule [ Tablet (1 Ointment [ Injection (1 Drops (Q Spray (1 Powder
(1 Other

Frequency: QO ilx/day Q2x/day Q3x/day QOther:

dam [dnoon pm  Dosage:

Administration: QEatsastreat I Oral Inmeal @ Injection Site

(1 In snack [d Peanut butter [ Cheese [ Canned food [ Other

Other Instructions:

For additional medications, please ask for an additional sheet.
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