                                         PATIENT HISTORY - ANIMAL

	Date:



	Animal patient’s Name:



	Breed:                                       Age:                        Weight:                               Sex:   M   F



	Pet Owner:



	Address:



	City:                                                     Province:                                                 Postal Code:



	Home Phone:                                  Work Phone:

Cell Phone:                                    Email address:



	Veterinary Name:                                                                 Phone:    



	How long have you had your pet?

Where did you get him/her?



	What are the main health concerns of your pet?  For how long?



	What makes the problem worse?  What makes it better?



	What time of day is the problem the worst?



	Any bowel changes (color, frequency, consistency, behavior)?



	Any recent personality and behavioral changes?



	What fears does your pet have?



	How does your pet react to new people, new situations?



	Any past/present skin problems?



	Diet:  Brand/amount:

Any changes in eating pattern?

What does your pet like/dislike to eat?

	Water intake:

Amount/temperature

	Where does your pet like to sleep?  In what position?



	Has your pet been spayed or neutered?



	List any medications or supplements your pet is on.  For how long?



	What is your pet’s vaccination history?



	Did your pet have any adverse reactions to the vaccinations?  If YES, what were they?



	Please list any homeopathic remedies your pet has been on or is currently taking.
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