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Feline Biannual Examination Report
Has your address, phone number, email, or any client information changed since your last visit? 

If yes, ___________________________________________________________________________________________
Pet’s Name ______________________ Breed __________________________ Color ___________________________
Sex _______________________ □ Neutered   □ Spayed      Age or Birthday ____________________________________

1. What brand of food do you feed your cat? How much do you feed? ______________________________________________________
2. Where does your cat sleep? _____________________________________________________________________________________
3. What parasite preventive are you using? ___________________________________________________________________________
Last administered? __________________________________________________________________________________________
4. What type of dental care do you provide for your cat? _________________________________________________________________
5. Do you have other pets?        YES/NO _____________________________________________________________________________

If yes, what kind of pets? (Include all species) ________________________________________________________________
  Are they currently vaccinated and on heartworm and parasite preventive?        YES/NO
6. Does your cat enjoy going outside?  ______________________________________________________________________________
7. When was your cat’s last dental cleaning under general anesthesia? ____________________________________________________
8. Does your cat:      □ Board     □ Groom     □ Travel with You     □ Have contact with other animals 
9. Have you noticed any lumps or bumps on your cat?        YES/NO _______________________________________________________
10. Have you noticed any of the following:        □ Hacking or Labored Breathing        □ Limping        □ Lethargy       □ Diarrhea

□ Increased Thirst        □ Increased Urination        □ Vomiting        □ Constipation        □ Dry, Lusterless Fur
□ Sneezing or Panting
11. Are there any health issues or behaviors you wish to discuss?        YES/NO _______________________________________________
_______________________________________________________________________________________________________________
12. Are there any behaviors you wish you could change?        YES/NO ______________________________________________________
_______________________________________________________________________________________________________________

13. Is your pet currently on ANY medication or supplements (incl. Aspirin, glucosamine, etc)?        YES/NO 
        If yes, frequency and amounts that are given _____________________________________________________________________
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