INTAKE FORM

Date:

Dog's Name:

Breed:

DOB/Age:

Color: Weight:

M: |:| F: |:| Spayed: |:| Neutered: |:|

Dewclaws: No|:| Has|:| Removed |:|

Owner Name: Address:

Mobile Phone #:

Work Phone #: Email:

2" Owner Name: Address:

Mobile phone #:

Work Phone #: Email:
Veterinarian’'s Name: Clinic Name:
Veterinarian's #: Clinic Address:

Vaccinations (check all that apply and indicate date of last vaccine)

*You must bring your pet’s vaccine records from your veterinarian to the 1°** grooming
appointment, and annually thereafter. All dogs coming into the studio must be current on

Rabies, DHPP and Bordetella.
Distemper/Hepatitis/Parvo/Parainfluenza (DHPP): |:| Date: Rabies: 1 yr |:| 3yr |:| Date:
Bordetella: [] Date: Lyme Disease:[_] Date: Leptospirosis:[l Date:

Medical Issues/IlIness (check all that apply)

Seizures: [_] Diabetes: [ 1 Arthritis: [ ] Heart Condition: |:|Tumor(s): |:|Cyst(s): L] warts: ]

Blindness: [_] Eye infection: ] Eye disease: [] Deafness: [] Liver Disease: [] Hepatitis: ]



Medical Issues (continued from p. 1)

Kidney Disease: |:| Cancer: |:| Ear infection/condition: |:| Broken/Ingrown Nails: |:|

Allergies: [[] skin Condition: [] Dandruff: [] Hot Spots: [] Rash: L] Itching: ]
Mange: [ Fleas: [ Ticks: [ Cracked paw pads/paw injuries: [ Nasal infection/discharge: []

Respiratory illness/canine flu: ] Cough: [ Dental Issues/Gingivitis/Periodontal disease: ]
Anal Infection: [] Urinary tract infection: [ Incontinence: [] Digestive disorder: []
Excessive Urination: [_] Excessive drinking: ] Dehydration: [] Injuries: [ (describe below)
Intestinal condition/diarrhea: [_] Giardia: [] Vomiting: ] Lyme Disease: ]

Heartworm: [] Roundworm: [] Ringworm: ] Tapeworm: [] Hookworm: [] Parvo: []
Distemper: L] Leptospirosis: L] Hip Dysplasia: [] Patellar Subluxation: [] Limping: ]
Lameness: [_] StiffnessL: [] Lethargy: ] Changes in/Loss of Appetite: L] Fever: [
Behavior changes: [_] Pregnant: ] Surgeries: [] Other: []  (describe below)

Notes:

Behavior/Temperament

Easy: [ ] Confident: [ ] Happy: [] Excitable: [_] Shy: [ ] Nervous: [ ] Anxious: [ ] Biter: []
Barker: [] Depressed: [ ] Quiet: [] Difficult: [ | Head-shy: [ ] Easily startled: []

Fear of loud noises/hair dryer; [ ] Other fears:

Doesn't like paws touched/nails clipped: [_] Doesn't like ears touched/cleaned/plucked: [ ]

Sensitive areas of body (identify): Other concerns:

Notes: Please provide details as to any items checked

Owner certifies that the information provided on this form is true and correct.

Owner signature Date

Please complete this form, print and sign it, and email it to abby@rollingbone.com, along with
your dog's current vaccine records, prior to the date of your first appointment.


mailto:abby@rollingbone.com

	Text2: 
	Text3: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	Text9: 
	Text10: 
	Text11: 
	Text12: 
	Text13: 
	Text14: 
	Text15: 
	Text16: 
	Text17: 
	Text18: 
	Text19: 
	Text20: 
	Text21: 
	Text22: 
	Text23: 
	Text31: 
	Text32: 
	Text33: 
	Text34: 
	Text35: 
	Text36: 
	Text37: 
	CheckBox8: Off
	CheckBox9: Off
	CheckBox10: Off
	CheckBox11: Off
	CheckBox12: Off
	CheckBox13: Off
	CheckBox14: Off
	CheckBox15: Off
	CheckBox16: Off
	CheckBox17: Off
	CheckBox18: Off
	CheckBox19: Off
	CheckBox20: Off
	CheckBox21: Off
	CheckBox22: Off
	CheckBox23: Off
	CheckBox24: Off
	CheckBox25: Off
	CheckBox26: Off
	CheckBox27: Off
	CheckBox28: Off
	CheckBox29: Off
	CheckBox30: Off
	CheckBox31: Off
	CheckBox32: Off
	CheckBox33: Off
	CheckBox34: Off
	CheckBox35: Off
	CheckBox36: Off
	CheckBox37: Off
	CheckBox38: Off
	CheckBox39: Off
	CheckBox40: Off
	CheckBox41: Off
	CheckBox42: Off
	CheckBox43: Off
	CheckBox44: Off
	CheckBox45: Off
	CheckBox46: Off
	CheckBox47: Off
	CheckBox48: Off
	CheckBox49: Off
	CheckBox50: Off
	CheckBox51: Off
	CheckBox52: Off
	CheckBox53: Off
	CheckBox54: Off
	CheckBox55: Off
	CheckBox56: Off
	CheckBox57: Off
	CheckBox58: Off
	CheckBox59: Off
	CheckBox60: Off
	CheckBox61: Off
	CheckBox62: Off
	CheckBox63: Off
	CheckBox64: Off
	CheckBox65: Off
	CheckBox66: Off
	CheckBox67: Off
	CheckBox68: Off
	CheckBox69: Off
	CheckBox6: Off
	CheckBox71: Off
	CheckBox72: Off
	CheckBox73: Off
	CheckBox74: Off
	CheckBox75: Off
	CheckBox76: Off
	CheckBox77: Off
	CheckBox78: Off
	CheckBox79: Off
	CheckBox80: Off
	CheckBox81: Off
	CheckBox82: Off
	CheckBox83: Off
	CheckBox84: Off
	CheckBox85: Off
	CheckBox86: Off
	CheckBox87: Off
	CheckBox88: Off
	CheckBox89: Off
	CheckBox90: Off
	CheckBox70: Off
	CheckBox91: Off
	Text40: 
	datefield1: 
	datefield2: 
	datefield3: 
	datefield4: 
	datefield5: 
	datefield6: 
	datefield7: 
	genderRadioButton: Off
	dewclawsRadioButton: Off
	CheckBox101: Off
	CheckBox7: Off
	CheckBox102: Off
	Text1: 


