DOG HEALTH HISTORY

Pet Name:________________________________ Date of Birth:_______________ 

Breed:_____________________ Color____________________________________

What is your email?______________________________

Is your pet micro chipped? 
           Yes   No



Has dog been in your possession since it was a puppy?  Yes    No   If No – When did you acquire pet:______________
WERE YOU ASKED TO BRING IN A STOOL SAMPLE TODAY
Yes  No
Chief Complaint or Reason for Visit:__________________________________________________________________

__________________________________________________________________________________________________

When did symptoms begin:__________________________________________________________________________


Current Medications/ Nutritional Supplements/ Vitamins and how often:

____________________________________________________________________________________________________________________________________________________________________________________________________

DIET  (brand and canned /dry/pouches):_________________________________________________________________


Snacks/People food:  No  Yes


Vaccinations given within the last year?  Yes  No

Heartworm test done?   Yes  No    If yes, when:_____________  Preventative used (brand)_________________________

Flea/Tick Products applied?  Yes  No  What Brand?___________________How often:____________________________

Lifestyle:    Indoor %_____________/  Outdoor %_____________

Dental Care (tooth brushing/ dental chews/ etc)?___________________________________________________________

Allergic Reaction to medication?  No  Yes  What__________________________________________________________

Adverse Reaction to Vaccination? No  Yes  Which__________________________When__________________________

Adverse Reaction to Food?
   No  Yes  What__________________________________________________________

	
	Normal
	Abnormal
	                                 Describe                                                                                                              

	Appetite
	
	
	

	Drinking
	
	
	

	Bowel Movements
	
	
	

	Urination
	
	
	

	
	NO
	YES
	                  DESCRIBE (how often, for how long, where)

	Vomiting
	
	
	

	Diarrhea
	
	
	

	Coughing
	
	
	

	Sneezing
	
	
	

	Loud Breathing Noises
	
	
	

	Bad Breath
	
	
	

	Lumps /Bumps
	
	
	

	Scooting
	
	
	

	Excess Licking/ Scratching
	
	
	

	Unusual Discharge
	
	
	

	Lameness/ Stiffness
	
	
	

	Difficulty Rising
	
	
	


