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Please take the time to answer the following questions about your pet's history.

1. Please list any prescription and over the counter medication/supplements/vitamins/herbs your pet is currently
taking:

2. How difficult has it been to administer medications to your pet? (easy) 1 [12 [13 [14 [15 [ (impossible)
Pills are easier than liquids []  Liquids are easier than pills L]  Injectables would be easier than oral medications [

3. Has your pet been on any medications that were poorly tolerated/had to be discontinued?

No [Yes (please describe)

4. Does your pet have any food allergies?No [ Yes

5. Has your pet had any major illnesses or injury in the past, including being hit by a car?
No [ Yes

6. Have any other treatments been utilized for your pet for this condition, including acupuncture, chiropractic,
physical therapy, etc.?

No [ Yes

7. Do you have any other pets at home? Is there anything we need to know about their interactions/relationship?
No [ Yes

8. Please describe your pet's exercise routine:

Walks? No L11f Yes: how often? Length: Off leash? Y LIN [

How is your dog after a walk? ‘ ‘

9. Please describe your pet's environment: Fenced yard Y LIN [ Stairs? Y LIN [

Where does your pet sleep? Floor surfaces: ‘ ‘

10. Does your pet sleep through the night? Y LIN [

11. Does your pet have urine or bowel movement accidents in the house? Y LIN L]

INTEGRATING WESTERN MEDICATIONS, ACUPUNCTURE, PHYSIOTHERAPY AND ADVANC ED ANESTHESIA TC IMPROYE THE QUALITY AND EXTEND THE LIVES ©F OUR PETS
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