
Patient Information 

 

Owner name: ___________________________________________________________________________ 

 

Patient name: __________________________________________________________________________   

Species: � Canine     � Feline       � Other ______________________________________  

Breed or approximate breed mix: ____________________  Color: _________________________   

Birth date or approximate age: __________________ 

 Sex: � Female     � Spayed Female      � Male      � Neutered Male 

 Any medical conditions we should be aware of: ________________________________________ 

 _______________________________________________________________________________ 

 _______________________________________________________________________________ 

 

Patient name: __________________________________________________________________________   

Species: � Canine     � Feline       � Other ______________________________________  

Breed or approximate breed mix: ____________________  Color: _________________________   

Birth date or approximate age: __________________ 

 Sex: � Female     � Spayed Female      � Male      � Neutered Male 

 Any medical conditions we should be aware of: ________________________________________ 

 _______________________________________________________________________________ 

_______________________________________________________________________________ 

 

Patient name: __________________________________________________________________________   

Species: � Canine     � Feline       � Other ______________________________________  

Breed or approximate breed mix: ____________________  Color: _________________________   

Birth date or approximate age: __________________ 

 Sex: � Female     � Spayed Female      � Male      � Neutered Male 

 Any medical conditions we should be aware of: ________________________________________ 

 _______________________________________________________________________________ 

_______________________________________________________________________________ 

 

Approximate date of your pets last veterinary visit: _____________________________________________ 

 

Has your pet ever had a reaction to any vaccine, medication, or anesthetic?:  � yes      � no 

If yes please explain:_____________________________________________________________________ 

______________________________________________________________________________________ 

 

 

For cats: 

Has your cat been felv/FIV tested:  � yes      � no 

 

 


