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Additional Pet Health History
Pet’s Name:





   Date of Birth:



  or  Age:


Dog         Cat          Other _____
Sex:
 FORMCHECKBOX 
 Male     FORMCHECKBOX 
 Neutered

 FORMCHECKBOX 
 Female     FORMCHECKBOX 
 Spayed
Breed:








Color:







Please check any symptoms or problems that you have noticed about your pet:

 FORMCHECKBOX 
 Bad Breath      FORMCHECKBOX 
 Behavior Problems      FORMCHECKBOX 
 Bleeding Gums      FORMCHECKBOX 
 Breathing Problems      FORMCHECKBOX 
 Shaking Head

 FORMCHECKBOX 
 Coughing      FORMCHECKBOX 
 Diarrhea      FORMCHECKBOX 
 Eye Bulging or Bloodshot      FORMCHECKBOX 
 Gagging      FORMCHECKBOX 
 Limping      FORMCHECKBOX 
 Vomiting

 FORMCHECKBOX 
 Change in Appetite      FORMCHECKBOX 
 Loss of Balance      FORMCHECKBOX 
Scooting      FORMCHECKBOX 
 Scratching      FORMCHECKBOX 
 Seems Depressed      FORMCHECKBOX 
 Sneezing

 FORMCHECKBOX 
 Thirst and/or Urination Changed      FORMCHECKBOX 
 Weakness      FORMCHECKBOX 
 Weight Problem      FORMCHECKBOX 
 Less Active
Current Medications:





    Diet:








Allergies:       FORMCHECKBOX 
 Food 




       FORMCHECKBOX 
 Medications 






Other Pets:

Dogs

Cats

Birds
 
Reptiles    
    Ferrets

Dental Care:    FORMCHECKBOX 
 Brush Teeth     FORMCHECKBOX 
 Oral Rinse/Gel     FORMCHECKBOX 
 Dental Diet     FORMCHECKBOX 
 Dental Chews    FORMCHECKBOX 
 Last Cleaning 


Microchip ID:




     Previous Records:
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__________________________________________________        __________________

Owner/Representative






Date



Four Paws Veterinary Hospital


8401 Ranch Road 12, San Marcos, TX 78666


(512) 396-7297
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