
 
HISTORY FORM:   
PATIENT NAME: _____________________________________________________________ 
 
REASON FOR APPOINTMENT: _________________________________________________ 
Nutrition 
Diet Brand/Type: _________________________________________________________ 
 
Amount of food fed daily ___________________________________________________ 
□ Treats              □ Table Food                 □ Dry                    □ Canned 
Have you changed the diet recently?      □ Yes    □ No 
 
Medications 
Heartworm Preventative: ___________________________ □ Refill:  □6 mo. □12 mo. 
 
Flea & Tick Preventative: __________________________  □ Refill:  □3 mo. □6 mo. 
                         
Other Medications________________________________________________  □ Refill 
 
_______________________________________________________________  □ Refill 
 
General Health Questions: 
Is your pet primarily:   □ Indoor      □ Outdoor      □ Indoor & Outdoor 
 
Is your pet eating normally?         □ Yes    □ No   
Is your pet drinking normally?     □ Yes    □ No 
Is your pet urinating normally?     □ Yes    □ No 
Is your pet defecating normally?   □ Yes    □ No 
Is your pet coughing/sneezing?     □ Yes    □ No 
Is your pet vomiting?                     □ Yes    □ No 
Do you brush your pet’s teeth?     □ Yes    □ No  
Have you noticed any change in weight?           □ Yes    □ No 
Have you noticed any lumps or bumps?            □ Yes: Location_________________    □ No   
Has your pet ever had any allergic reactions?    □ Yes    □ No 
Have you noticed any change in behavior?        □ Yes    □ No 
 
Would you be interested in blood tests to evaluate the general health of your pet?     
  □ Yes    □ No 
 
Do you have any particular concerns that you would like the doctor to address today? 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
______________________________________________________________________________ 


