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                                                                                        CHECK-IN INFORMATION

Owner Information:

Owner Name: ________________________________________                                Date: _________________________
                                                          
Additional Owner(s):  _______________________________________________________________________________ 
 
Address:  _________________________________________________________________________________________
 
City: _____________________________________  State: _______________      Zip Code:  _______________________
 
Primary contact #   ________________________________               (Cell or Work or Home)
· Additional contact # ______________________________________________________
· Additional contact # ______________________________________________________
· Please identify if these numbers are for additional owners/guardians)

 Email Address: ___________________________________________________________________

Patient information:
Name ________________________           Species:      Dog     Cat      Other _______________________
 
Breed:  _________________________  Color:____________________ Age/D.O.B.:________________

Sex (please circle): Male               Neutered Male              Female                  Spayed Female
  

Veterinarian Information:

Referring Veterinarian’s Name: ___________________________________________________________
 
Referring Practice Name: ________________________________________________________________

Additional Veterinarians/ Practices caring for your pet: __________________________________________________
(Please identify if you do not wish all practices listed to be notified of the results of today’s visit)

Patient History:
Patient Name: _____________________________________________________________________________________
What are your concerns about your pet: ________________________________________________________________
_________________________________________________________________________________________________
Please list any additional household pets: _______________________________________________________________
_________________________________________________________________________________________________
Current Diet: ______________________________________________________________________________________
When was your pet last vaccinated? ___________________________________________________________________
Have you traveled with your pet recently? If so, where?____________________________________________________
_________________________________________________________________________________________________
Please list flea/tick/heartworm preventative:  ___________________________________________________________
_________________________________________________________________________________________________
Additional medical history, including surgeries, allergies, special needs: _______________________________________
_________________________________________________________________________________________________
Current Medications:
Medication:_______________Dosage/frequency:__________________Response:___________________
Medication:_______________Dosage/frequency:__________________Response:___________________
Medication:_______________Dosage/frequency:__________________Response:___________________
Medication:_______________Dosage/frequency:__________________Response:___________________

Discontinued or Completed Medications:

Medication:________________Dosage/frequency:____________________Response:_____________________
Medication:________________Dosage/frequency:____________________Response:_____________________
Medication: ________________Dosage/frequency:____________________Response:_____________________

Is your pet exhibiting any of the following? (Please circle all that apply)
· Lethargy:                                          Yes                              No
· If yes: Duration __________________________________
· Change in water consumption:    Yes                              No
· If yes:
· Duration __________________________________
· Increase OR Decrease 

· Change in urination:                   Yes                              No
· If yes:
· Duration _________________________________
· Increase OR Decrease
· Straining
· Blood 
· Changes in appetite:                  Yes                              No
· If yes:
· Duration __________________________________
· Increase OR Decrease
· If Decrease:
· Interested in eating:   Yes    No
· Oral pain:   Yes    No
· Vomiting:                                  Yes                               No
· If yes:
· Duration __________________________________
· Food OR Bile/ Saliva
· Active OR Passive
·  Specific time of day ________________________ 
· Diarrhea:                                 Yes                               No
· If yes:
· Duration __________________________________
· Blood and/ or Mucus   
· Straining
· Abnormal stool color
· Please describe _____________________
· Sense of urgency
· Watery
· Constipation:                       Yes                                 No
· If yes: Duration ___________________________________
· Weight loss:                        Yes                                 No
· If yes:
· Over what time period _______________________
· Appetite is increased/ decreased/ unchanged
· Gagging/retching:               Yes                               No
· Coughing:                             Yes                               No
· Sneezing:                              Yes                               No
· Abnormal breathing:          Yes                               No
· If yes:   
· Describe __________________________________
· Associated with activity or excitement
· Other _________________________________________________

														






image1.jpeg




