
Andrea Maddox, DVM CCRV 
Certified in Animal Chiropractic 

Certified Veterinary Acupuncturist 

Name : ________________________________ 
Species : _______________________________ 
Breed :  ________________________________ 
Color : ________________________________ 
Age : _________________________________ 
Sex : __________________________________ 
Weight :  __________________________________  

Owner : _______________________________ 
Address : ______________________________ 

_______________________________ 
_______________________________ 

Phone : ________________________________
Email: _________________________________ 

History:
Why is your pet being seen at the clinic today? ____________________________________________________________________ 
How long has your pet has this problem? _________________________________________________________________________ 
Was there an initial traumatic incident? __________________________________________________________________________ 
Have you noticed any progression or improvement in the past, since you first noticed your pet's injury? 
__________________________________________________________________________________________________________ 
What type of food does your pet eat? How Much?  __________________________________________________________________ 
What type of Treat? How Much? ______________________________________________________________________________ 
Any tablet food? How much?  _________________________________________________________________________________ 
Has your pet taken any of the following medications? 

Tramadol Gabapentin 

 Glucosamine/Chondroitin Sulfate MSM Adequan Other:   __________________ 

What current medications does your pet receive? How much/ How often? 

__________________________________________________________________________________________________________ 
What results have you seen? Percentage of improvement?  
__________________________________________________________________________________________________________ 
Has your pet had any corrective surgery for this problem? When?  
__________________________________________________________________________________________________________ 
Have you sought other treatment modalities in the past (heat/ice, acupuncture, massage, etc.)? Any beneficial effect? ______ 
__________________________________________________________________________________________________________  
Is there any significant travel history for your pet? ___________________________________________________________ 
_____________________________________________________________________________________________________ 
Functional Questions: 
What is your pet’s current activity level (compared to when they were one year old)? 
__________________________________________________________________________________________________________ 
Is your pet allowed on the furniture/bed? Is this difficult for them?  
__________________________________________________________________________________________________________ 
What type of flooring do you have (hardwood, tile, linoleum, carpet)? ____________________________________________ 
Do you have stairs in or around your home? How many? _______________________________________________________ 
Does your pet have a difficult time rising from a laying position? ________________________________________________ 
Does your pet become exhausted easily with exercise? ________________________________________________________ 
What kind of daily exercise does your pet receive? ____________________________________________________________

Metacam 

Amitriptyline 

Hyaluronic Acid

Previcox 

Omega fatty Acids (Fish Oil) 

Aspirin Carprofen Deramaxx Etogesic 

Tylenol Amantadine 

mailto:info@centerforanimalrehab.com


Questionnaire Regarding your Dog’s Function at Home 

This questionnaire will help us learn more about how your pet functions in the home environment and will help us determine an 

individual plan of care for your pet. Please answer all of the questions and place an (*) next to the 3 items that concern you the 

most. Compare your responses today with those when your pet has been at its best. 

Excellent Good Fair Poor 

Excellent Good Fair Poor 

Excellent Good Fair Poor 
Excellent Good Fair Poor 

Excellent Good Fair Poor 

Excellent Good Fair Poor 

Never Infrequent Frequent Very Frequent 

Never Infrequent Frequent Very Frequent 

Never Infrequent Frequent Very Frequent 

Never Infrequent Frequent Very Frequent 

Never Infrequent Frequent Very Frequent 

Never Infrequent Frequent Very Frequent 

Excellent Good Fair Poor 

Excellent Good Fair Poor 

Excellent Good Fair Poor 
Excellent Good Fair Poor 

Excellent Good Fair Poor 
Excellent Good Fair Poor 
Excellent Good Fair Poor 

Excellent Good Fair Poor 

Excellent Good Fair Poor 

Excellent Good Fair Poor 

Positive Behaviors 

Appetite 

Mood 

Contact with human family members 

Frequency of tail wagging 

Activity 

Play and Games 

Negative Behaviors 

Excessive panting 

Licking of lips 

Vocalization (audible complaining) 

Vocalization when stretching hind legs 

Aggressiveness towards humans 

Aggressiveness towards other dogs 

Locomotion 

Walking 

Trotting 

Galloping/Running 

Jumping 

Climbing Stairs 

Descending Stairs 

Laying Down 

Getting up 

Difficulty moving after rest 

Difficulty moving after major activity 

Any additional comment regarding your pet? 

 ____________________________________________________________________________________________________________ 

As an owner, what is the most important factor you want to see improving with your pet? 

____________________________________________________________________________________________________________ 

What is one thing you want your pet to be able to do again that he/she can not longer do? ____________________________________

{*}


	Breed: 
	undefined_5: 
	Weight: 
	Owner: 
	Address: 
	1: 
	2: 
	Phone: 
	Why is your pet being seen at the clinic today: 
	How long has your pet has this problem: 
	Was there an initial traumatic incident: 
	Have you noticed any progression or improvment in tghe past since you first noticed your pets injury 2: 
	What type of food does your pet eat How Much: 
	What type of Treat How Much: 
	Any tablet food How much: 
	Other: 
	What current medications does your pet receive How much How often 2:                       
	What results have you seen Percentage of improvement 2: 
	Has your pet had any corrective surgery for this problem When 2: 
	Have you sought other treatment modalities in the past heatice acupuncture massage etc Any beneficial effect 2: 
	Is there any significant travel history for your pet 2: 
	What is your pets current activity level compared to when they were one year old 2: 
	Is your pet allowed on the furniturebed Is this difficult for them 2: 
	What type of flooring do you have hardwood tile linoleum carpet: 
	Do you have stairs in or around your home How many: 
	Does your pet have a difficult time rising from a laying position: 
	Does your pet become exhausted easily with exercise: 
	What kind of daily exercise does your pet receive: 
	Any additional comment regarding your pet 1: 
	Name: 
	SPecies: 
	Color: 
	Age: 
	Aspirin: Off
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Text2: 
	Text3: 
	Email: 
	Check Box1: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box48: Off
	Check Box49: Off
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off
	Check Box54: Off
	Check Box55: Off
	Check Box56: Off
	Check Box57: Off
	Check Box58: Off
	Check Box59: Off
	Check Box60: Off
	Check Box61: Off
	Check Box62: Off
	Check Box63: Off
	Check Box64: Off
	Check Box65: Off
	Check Box66: Off
	Check Box67: Off
	Check Box68: Off
	Check Box69: Off
	Check Box70: Off
	Check Box71: Off
	Check Box72: Off
	Check Box73: Off
	Check Box74: Off
	Check Box75: Off
	Check Box76: Off
	Check Box77: Off
	Check Box78: Off
	Check Box79: Off
	Check Box80: Off
	Check Box81: Off
	Check Box82: Off
	Check Box83: Off
	Check Box84: Off
	Check Box85: Off
	Check Box86: Off
	Check Box87: Off
	Check Box88: Off
	Check Box89: Off
	Check Box90: Off
	Check Box91: Off
	Check Box92: Off
	Check Box93: Off
	Check Box94: Off
	Check Box95: Off
	Check Box96: Off
	Check Box97: Off
	Check Box98: Off
	Check Box99: Off
	Check Box100: Off
	Check Box101: Off
	Check Box102: Off
	Check Box103: Off
	Check Box104: Off
	Check Box105: Off
	Check Box106: Off
	Check Box107: Off
	Check Box108: Off
	Check Box109: Off
	Check Box110: Off
	Check Box111: Off
	Check Box112: Off
	Check Box113: Off
	Check Box114: Off
	Check Box115: Off
	Check Box116: Off
	Check Box117: Off
	Check Box118: Off
	Check Box119: Off
	Check Box120: Off
	Check Box121: Off
	Check Box122: Off
	Check Box123: Off
	Check Box124: Off
	Check Box125: Off
	Check Box126: Off


