[image: image1.jpg]


                         Feline
        Patient Information Sheet 
Pets Name: _______________________________________________ Birth date/Age: __________________

Breed: _____________________________________________ Color: _______________________________
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Sex: _____________________ Has your pet been spayed/neutered?        Yes         No 
Diet

Brand of food being fed: _______________________________________      Dry      Canned/Pouch     Moist 

How many meals per day: _______________________ How much per feeding: _______________________

Is your pet fed free choice (food always available)?      Yes       No. If so how much per day: _____________ Is bowl empty by night?       Yes        No. 
Do you give your cat treats?       Yes        No. If yes, what kind? _____________________________________ How many per day? ________________________

Lifestyle 
What kind of activities does or will your cat participate in? (Check all that apply.)   

              Goes outside
     Indoors only
Therapy cat program

                        To roam freely
     Go to the groomer
Other________________

                        For walks on leash
     Cat shows
_____________________

                        Occasionally escapes
     Boarding
_____________________

               
        On porch or secured area


Does your cat get along with other pets? ____________________________________________________

What other pets share your household? _____________________________________________________

If other cats share household, are they allowed outside? ________________________________________

Medical History
  Yes         No        

                            Has your cat had any major illness, surgery or medical problem? (Describe briefly on  

                            back) ______________________________________________________________________                                                          


    Is your cat currently receiving medications or supplements? ________________________

                           ____________________________________________________________________________

                           Has your cat ever had any adverse reaction to medication or vaccinations? ____________ 

                           ____________________________________________________________________________

                           Has your cat ever been tested for FIV/FELV?    When? _____________________________
                           If yes was the test             Positive       Negative

                           If positive, what for
FIV                FELV
                           Where has your pet received medical care in the past? ______________________________

                           May we contact them?
