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Comprehensive Patient Medical History Form 
�

Pet �ame:____________________  Client Last �ame:_____________________ 

 

&�����'������	�	�(�)�_____________________________________________________ 

______________________________________________________________________________ 

 

Has your pet been examined elsewhere for the same condition?          Yes            �o 

 

If so, where?___________________________________________________________________ 

______________________________________________________________________________ 
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Food currently feeding/amount and frequency/supplemental 

feeding?______________________________________________________________________ 

 

What medication(s) and/or dietary supplements is your pet taking currently? 

______________________________________________________________________________

______________________________________________________________________________ 

Is your pet allergic to any food or RX? ___________________________________________                              

Has your pet ever had a reaction to vaccines? Y/N________________________________  

 

Monthly flea control being used? 
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Monthly heartworm prevention being used? 
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Please describe location of any specific skin lesions/problems or above “yes” answers 
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