Please return this form and past vets medical records before appointment to:
lvporders@gmail.com

Save Form

Liberty Vet Pets

Medical history form

Pets Name
is

Last Name

Description

How has your
pets eating been
lately?

Increase

Decreased

Normal

How has your
pets drinking
been lately?

Increase

Decreased

Normal

How about
coughing?

Increase

Decreased

None

How about
sneezing?

Increase

Decreased

None

How about nasal
discharge?

Increase

Decreased

None

How about
ocular discharge?

Increase

Decreased

None

Has your pet
been vomiting?

Yes

No

When did it

start?

How many times
a day

Would you
describe it as

Undigested
food

Blood

Bile

How much did
your pet vomit
each time

Small

Moderate

Large

Has your pet had
diarrhea

Yes

No

If you were to give it a
number ( 1/10 =complete
liquid ) and ( 10/ 10 is
normally formed )

When did it start

How many times a
day

Consistency

Liquid

Soft

Any blood

Digested
blood
(brownish )

Undigested
blood (red)

How much

Small

Moderate

Large




Straining to Yes No
defecate
How is your pet’s Increased Decreased Normal
urination
When did it start
How many times
a day
Is there blood in | Yes No
the urine
How much urine Small Moderate Large
does pet produce
Straining to Yes No
urinate
Activity Level Increased Decreased Normal
Has your pet had | Surgical Injuries Skin Issues Ear

complication issues
any of these s

Brand Brand

Is your pet on Flea and tick Heartworm

prevention prevention
Prevention Last
given
Has your pet Toxins Trash Something that could be Prescrip Had a food change recently

. a foreign body tion

possibly gotten drugs

into
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