
VACCINATION VERIFICATION

Farm Name: ________________________________________________________________________

Animal ID:

Date Treated: _______________________________

Product: ___________________________________________________________________________________

Expiration Date: ______________________________	 Date of withdrawal: _______________________________

Name of Administrator: ________________________________________________________________________

Phil & Annie Trowbridge  
518.369.6584
phil@trowbridgefarms.com

PJ  & Miranda Trowbridge
518.755.7467
pj@trowbridgefarms.com

164 WALTERMIRE RD. 
GHENT, NY 12075
www.trowbridgefarms.com

EST. 1957


