
NEW PATIENT INTAKE FORM – Focus Pet Rehab Clinic

A. Owner Information

Owner/Guardian Name:

Address:

City: Postal Code:

Phone: Email:

Emergency Contact: Phone:

B. Pet Demographics

Name:

Species: Canine Feline Other:

Breed:

Age (years):

Sex: Male Female Neutered/Spayed

Weight (kg):

Microchip / ID:

Colour/Markings:

C. Primary Concern & Medical History

Main reason for referral/appointment:

Veterinarian/Clinic:

Date of last veterinary visit:

Relevant Conditions (check all that apply):

Orthopaedic injury Neurological condition

Arthritis Post-surgical recovery

Hip/Elbow dysplasia Back/Neck pain

Other:

Past surgeries:

Past injuries:

Current medications:

Allergies:

Vaccination status: Up to Date Not up to Date

D. Behavioural Considerations

Friendly Anxious Nervous with handling

Fearful Reacts to dogs Reacts to people

History of aggression Sensitive to touch

Notes:

E. Mobility & Functional Ability

Walks normally Limping Difficulty rising

Difficulty with stairs Difficulty jumping Fatigues easily

Uses mobility aids

Additional notes:

F. Exercise, Lifestyle & Home Environment

Daily activity level: Low Moderate High

Exercise type:

Home environment: Stairs Hardwood Tile Carpet

Ramps Other pets

Sleeping surface:

G. Diet & Supplements

Food brand/type:

Feeding schedule:

Treats:

Supplements:

H. Referring Veterinarian

Name:

Clinic:

Phone: Email:

I. Required Consents

I confirm the information provided is accurate.

I consent to the use of my pet’s health information.

I understand this clinic collaborates with my veterinarian.

Owner Signature:

Date:
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