
Animal
History Form



 Date________________________________ 

 

 
Gender:     Spayed/Neutered?  Yes / No 
 

 
Birthday: 

 
Any health issues? (medication, frequency, how dispensed?) 
 
 
 
Behavioral problems? 
 
 

***If you have more than 2 animals, please add a page or use reverse*** 
 

General Questions: Dogs 
 
Does your dog have training experience? 
 
 
 
What kind of lead do you use on walks? 
 
 
 
How often do you walk your dog, and for how long? 
 
 
 
How does your pup respond to other dogs? 
 
 
 
Does your dog have a History of aggression, phobias, or known triggers? 
 
 
 
Has your dog ever bitten or snapped at a person or dog? Please be specific. 
 
 
 
How do you characterize your dog’s overall ease with new people? 
 
  



 Date________________________________ 

 

General Questions: Cats, Bunnies, Ferrets,  
Feathered Friends, etc. 

 
Do your animals have any known phobias, fears, or known triggers? 
Has this animal ever bitten or snapped? 
 
 
 
Does your pal like new people? Can you give any advice about approaching 
them? 

 
 
 
 

For cats, is your feline allowed outside when you are home? We do NOT allow 
cats outside unless you specifically direct us to do so. Should we let your cat go 
outside if asked?      Yes / No 
 
 
 

For All Animals 
 
Please tell us any specific words or phrases that you use consistently to get a 
response from or engage with your pal. 
 
 
 
 

Food, Water & Treats 
 
What kind of food? How much are they given? What times of day?  
 
 
 
Do you take water away in the evening? 
 
 
 
Do your pals need to be given any supplements? If so, name them and describe 
how they are given. 
 



 Date________________________________ 

 

Health, Well-being & Medical Needs 
 
Are there any health concerns or recurring health issues? 
 
 
 
 
 
 
Is any medication required? If yes, please name the animal, the medication, 
where it is stored, what the dose is, how often, and how it’s given to your pet. 
 
 
 
 
 
 
Is there a trick to giving your pet medicine? 
 
 




