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CANCER & SURGERY
SPECIALISTS

Pet's name: Date: Best phone # for today:

Person completing form: Profession:

How long have you owned your pet? Is your pet primarily indoor or outdoor?

Do you have other pets in the house?

Is your pet spayed or neutered? If yes, at what age? If no, when was last heat?

What is your primary concern about your pet today?

Does your pet have other previous or ongoing medical concerns that you would like us to know about?

Does your pet have any known allergies or adverse reactions to medications? If yes, please note below:

What is your pet's current diet? How much?

What are your pet's current medications/supplements? How long have they been receiving these
medications/supplements? ‘
1 Medication/Supplement Name ‘ Dose and Frequency j How Long?
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Please mark the location of any known lumps or bumps on the picture below:
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What are your goals for this visit? (please circle all that applies):
Education about my pet's cancer Pain control and palliative care

Treatment options and prognosis Unsure / Other:
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