Creature Comfort Pet Services Health History Intake Form

Date & Time: _________________

Type of Animal: ​​​​___________________
Animal’s Name: ​​​​​​​​​​​​​​​​​​​​_____________________
Breed(s): ​​​​​​​​​​​​​​​_________________________

Sex: M  F       Spayed/Neutered/Intact Age:_________________Color(s):_________________________________________
Weight: __________
Exercise Level:  High     Moderate    Low    None

Diet:  Commercial/Homemade/Combination (circle)

          (circle)     Dry Only   Wet Only   Dry & Wet   Raw  
Brand Name Amount & Frequency Fed:___________________________________ 

Treats: _______________________________________________________________
Appetite:  High   Moderate   Low   Varies      Other: __________________________
Stools: __________________

Respiration: _______________________
Vomiting?  Y  N  
 If Yes, frequency and how long has it been going on?_________________________
Hydration (circle):   
Drinks a lot   
Drinks normal/moderate amount  
Drinks very little  

Depends upon season/activity level

Surgeries (type/reason and dates): ________________________________________________________________________________________________________________________________________________________________________________________________________________________
Injuries (please label: Current, past – no longer any effects, past – still has effects):_________________________________________________________________________________________________________________________________________________________________________________________________________________
X-rays?  Yes    No          MRI?  Yes    No          

Any Current Illnesses?  Past Illness from which they still show effects?_________________________________________________________________________________________________________________________________________________________________________________________________________________

Coat:  Dull   Shiny   Bare Spots   Marks   Lacerations Oily  Dry  
Joints/Orthopedic Problems?  Y    N    

Please describe: __________________________________________________

________________________________________________________________

Current Pain Management Protocol (meds, phys therapy, orthopedic beds, massage, acupuncture, etc, ________________________________________________________________________________________________________________________________________________

Medications (type/frequency/length of time prescribed): ________________________________________________________________________   ________________________________________________________________________
________________________________________________________________________
________________________________________________________________________

Supplements (type/purpose):

________________________________________________________________________
________________________________________________________________________
Environmental influences (births, deaths, visitors, new pets, move, owner stress, other living environment changes, etc):

________________________________________________________________________________________________________________________________________________

Behavioral Issues (i.e. food aggression, toy aggression, history of biting, area of body not allowed to touch): ________________________________________________________________________________________________________________________________________________

Disposition today (initial massage intake day): ________________________________________________________________________

Guardian and Veterinary Contact Information

Guardian Name(s): ________________________________________________________________________
Address: ________________________________________________________________________

Email Address: ________________________________________________________________________
Phone number(s): ________________________________________________________________________

Years with your pet: ______________________________________________________  

Years/Months with previous home(s)/owner(s)/shelter: _______________________

Veterinarian Name:

Veterinarian Phone: 

**Please note, I may need to contact your veterinarian to gain clarity on any health information or for permission to begin/continue/re-start massage.**
Referred By: ________________________________________________________________________

Guardian’s goals and objectives:

________________________________________________________________________________________________________________________________________________________________________________________________________________________
