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Please complete the information below so we can keep our records up to date

Pet's Pet's
Owner's Name Date # Name Age
Street Address, City, State, Zip
Home Phone Work Phone Cell Phone Email Address
REASON FOR TODAY'S VISIT:
What do you feed your pet?
How Much? How Often? Nutritional Supplements?
Has your pet eaten today? Y /N What? What time?
Does your pet have any allergies or vaccine reactions? Yes No To What?
Do you use any fleaftick preventative? Y / N What kind? Date last administered?
Does your pet go outside?
Type of caging and bedding used
Where is the cage kept?
HAS YOUR PET SHOWN ANY OF THE FOLLOWING SYMPTOMS?:
Weightgain __ WeightLoss No  Description:
Appetite increase Decrease _____ No Description:
Diarrhea No Description:
Constipation/difficult defecation ____ No Description:
Increased drinking ____ Increased urination ____ No Description:
House soiling: incortinence (dribbling urine) ___ Stool___ No  Description:
Badbreath ____ Drooling ____ Difficulty Chewing_____ No  Description:
Coughing Sneezing Wheezing No  Description:
Trouble Eating No Description:
Uncoordination ____ No  Description:
Lameness ___ Sfiffness __ Decreased Activity _____ No Description:

Listlessness Weakness No Description:





[image: image2.png]Muscle Tremors Shaking Seizures No  Description:

Unusual discharges ___ Body Odors No  Description:
Scooting of rearend No  Description:
Head filtts___ Ear scratching/rubbing No  Description:
Increase Decrease in grooming behavior?  No  Description:
Itching___ Scratching _____ No Description;
Poor coat Hairloss No  Description:
Change in behavior? _______ No  Description:
Skin problems (Please note location on diagrams below) No  Description:

Lumps or bumps (Please note location on diagrams below) No  Description:

VENTRAL

ANY OTHER PROBLEMS OR CONCERNS?: No  Description;

I hereby authorize SUFFIELD VETERINARY HOSPITAL to perform professional services as are in their opinion necessary and
advisable for treatment and maintenance of my pet's heaith and well being. | also authorize SUFFIELD VETERINARY
HOSPITAL to perform the following, if deemed necessary:

Bloodwork (Please Xrays (Please Initiaf) Sedation (Please Initiaf)
Initial) :
| understand professional services are to be paid at the time they are delivered.

1 will satisfy payment by the following method:
Cash ___ Check __ Master Card/Visa/Discover

The number where | can be reached today is:

1 am the owner or agent for the above named animal and have the authority to execute this consent.
AUTHORIZATION FOR PROFESSIONAL SERVICES:

SIGNED

PREPARED BY:




