Outpatient/Drop-off Patient History
	Client Name:
	

	Pet Name
	


Please provide a phone number to contact you today ________________________

Current Diet:
______________________
Number of Feedings/Day:_______
Table scraps given? FORMCHECKBOX
 YES  FORMCHECKBOX
 NO

Supplements Given: _______________
Heartworm Prevention:______________
Flea/Tick Prevention:_______________
1. Briefly describe the problem MERGEFIELD NAMEyou pet is having.

2. Have they been treated for this same problem recently?
FORMCHECKBOX
 YES

FORMCHECKBOX
 NO

3. Any accident/injury/surgery in last 30 days?


FORMCHECKBOX
 YES

FORMCHECKBOX
 NO

· If yes, describe:___________________________________________________

4. Currently taking any medications?



FORMCHECKBOX
 YES

FORMCHECKBOX
 NO

· If yes, please list:__________________________________________________

5. Allergic to any medications?




FORMCHECKBOX
 YES

FORMCHECKBOX
 NO

· If yes, please list:__________________________________________________

6. How often does MERGEFIELD NAME go outside?



___% IN      ___% OUT

7. Appetite/Drinking normally?




FORMCHECKBOX
 YES

FORMCHECKBOX
 NO

· If no, please elaborate:______________________________________________

8. Vomiting?







FORMCHECKBOX
 YES

FORMCHECKBOX
 NO

9. Diarrhea?







FORMCHECKBOX
 YES

FORMCHECKBOX
 NO

10. Lethargic/Listless?





FORMCHECKBOX
 YES

FORMCHECKBOX
 NO

11. Coughing?







FORMCHECKBOX
 YES

FORMCHECKBOX
 NO

12. Sneezing?







FORMCHECKBOX
 YES

FORMCHECKBOX
 NO

13. Urinating





FORMCHECKBOX
 MORE
FORMCHECKBOX
 LESS
FORMCHECKBOX
 NORMAL

14. Scratching?






FORMCHECKBOX
 YES

FORMCHECKBOX
 NO
15. Shaking head?






FORMCHECKBOX
 YES

FORMCHECKBOX
 NO

16. Limping?







FORMCHECKBOX
 YES

FORMCHECKBOX
 NO

17. History of Seizures?





FORMCHECKBOX
 YES

FORMCHECKBOX
 NO

18. New/concerning lumps/bumps




FORMCHECKBOX
 YES

FORMCHECKBOX
 NO

· If yes, please describe:_______________________________________________

19. Weight 





FORMCHECKBOX
 LOSS
FORMCHECKBOX
 GAIN
FORMCHECKBOX
 NORMAL
20. Behavioral changes?





FORMCHECKBOX
 YES

FORMCHECKBOX
 NO
(PLEASE CONTINUE ONTO NEXT PAGE)

Vaccinations/Tests (*Required for Drop-off):




DOGS





CATS



*DHPP





*FvRCP




*Rabies





*Rabies




*Bordetella




FeLv




Lyme/Lepto




FeLv/FIV/HW test




Fecal Exam




Fecal Exam




Heartworm Exam

OWNER RELEASE:

Rocky Point Animal Hospital is to use all reasonable precaution against injury, escape, or death of my pet.  However, Rocky Point Animal Hospital and its staff will NOT be held liable for any problems that develop provided reasonable care and precautions are followed.  I understand that ANY problem that develops with my pet while I am absent will be treated as deemed best by the staff veterinarians and I ASSUME FULL RESPONSIBILITY for the treatment expenses incurred.

OWNER (or authorized agent) SIGNATURE: _______________________________________________

Date:__________________________  MERGEFIELD ARRIVALDATE[SHORT]


