
      
              Patient Check In - Canine

Name ________________     Pet’s Name ______________
Address ________________________________________
Home Phone _______________   Cell Phone __________
Email Address ____________________________________

Is your pet being treated for a chronic condition or illness?  Yes   No (circle one)
If yes please list:____________________________________________________
__________________________________________________________________
__________________________________________________________________

Please list any medications or supplements your pet is currently taking:
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________

What does your pet’s diet consist of:
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________

Is your pet on monthly flea/tick control ?    Yes   No (Circle one)
If yes which product do you use? __________________________

Is your pet on heartworm preventative ?   Yes   No (Circle One)

Do you board your pet and require a Bordetella vaccine ? Yes   No (Circle One )

Do you have your pet groomed?     Yes   No   (Circle One)

Date Completed: ___________________


