
 
Patient H istory Q uestionnairePatient H istory Q uestionnairePatient H istory Q uestionnairePatient H istory Q uestionnaire    

Any changes in your inform ation (nam e, address, phone):     Y es     No 

_____________________________________________________________ 

If D rop off/surgery/groom , w hat is the best num berbest num berbest num berbest num ber to reach you at: _______________________ 

 

Is your pet:                    

Indoor                    O utdoor   Both 

C urrent on V accines:    

Y es   No-U pdating today 

H eartw orm  Preventative:   

Interceptor    Advantage M ulti  

O ther:_________________ 

Flea/T ick:    

Frontline Plus     Advantage M ulti C om fortis 

O ther:_________________ 

D o you use any D ental Products:   

None     C ET  C hew s          Brush T eeth           

O ravet           O ther:__________________ 

Food: W ET     D R Y     BO T H       

Brand: _____________________   H ow  m uch: _________ 

H ow  O ften: ________________          

Any m edications (besides flea/heartw orm ):     

No   Y es        

Nam e of M edication: _____________________  

Am t given: ________ H ow  often: ___________ 

Is your pet allergic to any m edications?   

Y es      No    M edication: ___________________________    

R eact to vaccines?   

Y es     No   V accinations: ___________________________ 

 

U rinating/D efecating norm ally Y es No 

V om iting/ D iarrhea Y es No 

H air Loss/Scratching Y es No 

Lam eness/ Stiffness/ D ifficulty R ising Y es No 

Eating/ D rinking norm ally Y es No 

Bad Breath Y es No 

Seizures Y es No 

 

D oes your pet have any other problem s w hich need to be addressed? 

__________________________________________________________________________________________

__________________________________________________________________________________________ 

G room ing Appointm ents additional notes:   

__________________________________________________________________________________________

__________________________________________________________________________________________ 

 

R efill requests:R efill requests:R efill requests:R efill requests:    H eartw orm  prevention Flea control O ther: _______________________ 

 

O w ner’s SO w ner’s SO w ner’s SO w ner’s Signature: _____________________ignature: _____________________ignature: _____________________ignature: _____________________    

 

O w ner:  _________________________________ 

Patient:  _________________________________ 

D ate:  ________________ 

If you are dropping off for services a num ber m ust be listed If you are dropping off for services a num ber m ust be listed If you are dropping off for services a num ber m ust be listed If you are dropping off for services a num ber m ust be listed 

and the form  com pleted for us to perform  services.  and the form  com pleted for us to perform  services.  and the form  com pleted for us to perform  services.  and the form  com pleted for us to perform  services.  

Services w ill not be perServices w ill not be perServices w ill not be perServices w ill not be perform ed if form  is not com plete.form ed if form  is not com plete.form ed if form  is not com plete.form ed if form  is not com plete.    
 


