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Owners Name:                                                                 .                                Date :        ______________                     
Pet’s Name:                                                                      .
Number (s) you can be reached today:  {1} _____________________________ {2}_______________________________

Please indicate with an X your pet’s symptoms and explain completely in the space provided:
( Wellness exam / Vaccines      ( Coughing   ( Sneezing  ( Scratching    ( Ear Problem   
( Diarrhea         ( Vomiting        (  Difficult Urination        (  Constipation    
( Eye Problem  ( Skin problem  ( Lameness  ( Lethargy   ( Lack of Appetite   (Other
[image: image1.wmf]Explain :
_________________________________________________________

_________________________________________________________

_________________________________________________________
Please mark problem areas or location of masses you would like                                          examined on the diagram to the right:                                                                        
Number of days each problem has persisted:_______________________

Time of most recent meal: ___________________________________________

Normal Diet(including treats):________________________________________                  
Last normal bowel movement: _______________________________________                   
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Last urination: ____________________________________________________
\                               

Is your pet currently on any medication:  Yes  /   No  Please describe: ______________________________________
____________________________________________________________________________________________

Last dose given: ______________________________________
Is your pet allergic to any medications : Yes  /  No  Is so please describe: _____________________________________

Please list any previously diagnosed conditions: 

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

Please check a box:
(  I authorize whatever tests the doctor feels are NECESSARY in the treatment of my pet.

(  I would like the Doctor to CALL ME before any tests or treatments are done.   




For the health and safety of all our patients, any animal on premises with signs of fleas will be treated at owners 

expense.                                                                                                                        Authorization to treat. (Initial) __________





Owner Signature: ___________________________________________________
Any other Information you would us to know:

_________________________________________________________________________________________________________                 

_________________________________________________________________________________________________________


_________________________________________________________________________________________________________
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