
Exam Date: ___________ 

Pet’s Name:________________ Client Name:_______________________ 

HAS ANYONE IN THE HOUSE HAD ANY ILLNESS IN THE LAST 10 DAYS?       

YES  (if yes pls wear mask)  NO 

E-mail Address: _________________________________________ 

Best Parking Lot Phone #:_________________________________ 

Is your pet on any medications (include dosage)_____________________ 

Is your pet on flea/tick prevention:____heartworm prevention:_____ 

Primary Concern(s):____________________________________________ 

How long ago did this start:______________________________________ 

Eating: Normal  / Decreased starting when?_________________ 

Drinking: Normal    Increased / Decreased     starting when?_________ 

Vomiting  Y / N Frequency________ started when?________________ 

Diarrhea Y /  N Frequency__________started when?________________ 

If yes to vomiting/diarrhea, any diet changes/known cause:____________ 

Coughing/Sneezing Y   N     Frequency__________started when?______ 

Any new lumps/location________________________________________ 

Skin/Ear concerns_____________________________________________ 

Do you need any medication refills?_______________________________ 

Name of med:      How many: 

Name of med:      How many: 

 CASH OR CHECK is preferred for payment but if not possible for some 

reason please provide a DEBIT card at the time we bring your pet in 

 


