
Veterinary Information Form
Date:______________________

Guardians Name:___________________________________________________________________

Pet Name:___________________________________  Breed:________________  Age:_________ Sex:_____

Diagnosis, pertinent history including surgeries and conditions associated with this pet (provide details): 
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
_________________________________________________________________________________________________
_-
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________

Is this pet on medications/supplements? If so please list: 
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________

Are there any precautions and/or contraindications for aquatics, massage, strength exercise, chiropractic or laser?-
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________

Veterinarian’s Name: ___________________________________________________________________

Veterinarian’s Signature: ________________________________________________________________

Hospital/Clinic: ________________________________________________________________________

Phone #: __________________ Fax #:_____________________   email: _______________________________________

Indoor Dog Pool & Wellness Centre Inc.

3280 Hwy. 7 Pickering, ON L1Y 1C8    905-655-5577

Info@indoordogpool.ca
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