
PATIENT APPOINTMENT FORM 
Client Name: Patient Name: 

Date of Appointment: Contact number during appointment time: 

Current Medical Issues You Would Like to Discuss 

Vomiting Diarrhea  Coughing Sneezing Drinking more Urinating more

Decreased
appetite

Decreased
activity

Itching /
Rashes

Shaking
head and/or
itching ear(s)

Eye discharge: L/R
Squinting: L/R
Rubbing: L/R

Limping:
Front / Rear
Right / Left

CATS:    Indoor   Outdoor   Both DOGS:   Daycare   Grooming   Boarding 

DESCRIBE MEDICAL COMPLAINT IN DETAIL – when it started / changes over time / improving or worsening 

Use back of page if needed. 

DIET 
Brand (canned or dry) How much and how often? 

LIST CURRENT MEDICATIONS/SUPPLEMENTS including dose and frequency of administration 

 Heartworm Preventative  Flea and Tick Preventative

For your safety and the safety of the staff, please keep 
your mask on at all times while in the building. 

DOWNLOAD TO YOUR DEVICE OR COMPUTER BEFORE FILLING OUT THE 
FORM. EMAIL THE COMPLETED FORM TO: crotonah@gmail.com. 

***A pdf reader is required to fill out the form on your device or computer.
The Adobe Fill & Sign app is free to download & use - available on iOS and Android.
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