OWNER______________________________________       

PATIENT_________________________

DROP OFF PATIENT HISTORY                                             DATE________________ 

1)   What are the symptoms?(What is the animal doing?)

     BE SPECIFIC!  Please describe in detail all of what the animal is
     doing.

2)  How long have you noticed the symptoms?

3)  Have these symptoms occurred before?  When?       

4)  What is the frequency of the occurrence and was the problem 

    previously diagnosed?

5)  Is your animal eating and drinking normally?___________________  

6)  Is your animal urinating, defecating normally?_________________  

7)  If your animal is a cat, is s/he indoor, outdoor, or both? (circle one) 

8)  What is the normal diet of your animal?_____________________ 

9)  Are you currently giving medication?

10)  If your animal is  15 pounds or under would you prefer liquid or tablet medication(s)?

11) Do you know anything the animal could have gotten into or any trauma done?  Did you actually see it happen or is it a possiblity?

12) Is your pet current on vaccines?    Yes or No      Date last given____________________

13)  Please leave the phone number you can be reached at.  If you haven't heard from us within 3 hours, please call.

14) Up to what dollar amount do you authorize treatment? Payment Required at Time of Services.

     Amount $ _______________________________ (Please put an actual dollar amount)

    Signature _________________________________  
