
NORTHSIDE ANIMAL HOSPITAL | Drop-Off Questionnaire

Please complete the following section for all patients:

OWNER’S NAME ____________________________  PET’S NAME _________________________________

DATE _______________ PHONE # _____________ PREFERRED PICK-UP TIME ______________________

BRAND/TYPE OF FOOD AND TREATS _______________________________________________________

ENERGY IS:  Normal  Decreased  Increased 

APPETITE IS:  Normal  Decreased  Increased  Last meal was (date/time) ______________________

DRINKING IS:  Normal  Decreased  Increased

PLEASE LIST ALL CURRENT MEDICATIONS: ___________________________________________________

Please complete the following section(s) that most relate to your pet’s need for a visit today:

VOMITING/STOOL ISSUES (please check all that apply)

My pet is vomiting:   Hair  Food  Bile  Foam  Foreign material (type if known) _______________
Vomiting has occurred_______ times and it started on ____________________________________________
My pet has stool that is:  Hard  Dry  Soft-formed  Pudding  Watery  Bloody 
Stool problem has occurred_______ times and it started on ________________________________________

RESPIRATORY CONCERNS: eyes, nose, mouth, throat, chest (please check all that apply)

My pet is/has:  Coughing  Sneezing  Labored breathing  Red eyes  Squinting  Drooling
 Nasal discharge (color: _______________)   Eye discharge (color: ________________ )
Symptoms began on (date) ____________________  Worsening  Improving  Staying the same

URINATION (please check all that apply)

My pet is:  Straining to urinate  Urinating inappropriately  Urinating frequently 
 Urinating small amounts  Urinating large amounts  Passing bloody urine 
Symptoms were first noticed (date) ______________

LIMPING: 

My pet is favoring the following leg:  Front right  Front left  Rear right  Rear left 
Symptom was first noticed on (date) _____________  Traumatic event? ______

WOUND/ABSCESS: 

Location of wound/abscess ___________ Symptom was first noticed on (date) ________ Traumatic event? _____

EAR/SKIN ISSUES (please check all that apply)

My pet is/has:   Ear scratching  Head shaking  Ear debris  Ear redness  Strong ear odor
 Itchy skin  Red skin  Flakey skin  Rash  Licking/chewing paws  Growth(s)
Location of problem ________________________ Symptoms began on (date) ________________________

AUTHORIZATION

 Please call with an estimate after examination. 
 Please examine, perform diagnostics and treat as necessary up to $____________
 Call if additional diagnostics/treatments are needed.

Additional information: _________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________


