
MEMORIAL BEACH VETERINARY HOSPITAL 
ANIMAL MEDICAL HISTORY 

 
Owner Name: ___________________________________________________________________________________________________ 
   LAST      FIRST 

 
Pet’s Name: ___________________________________________________        Approx DOB:  Mo _________      Yr __________ 
 
Dog ______      Cat _______    Other ______  Breed:  ________________________________________________________ 
 
Sex: M ______   F ______    U ______  Neutered: Y ____   N ____     Color: _______________________________________ 

 

 q Prev. Medical Hist Entered in AVImark by: _______ 
Prev Veterinarian: ___________________________ 

PREVIOUS MEDICAL HISTORY 
 

DOGS      Mo.                 Year 
        DAPP  024, 002, 020           __________          __________ 
     Rabies   004, 005               __________          __________ 
     Ht Wm Test          580            __________          __________ 
    Bordatella  007                         __________          __________ 
      Lyme                 008, 009           __________          __________ 
      On Flea Control                  Y ______              N  ______      Type: ______________________
  On Hrtwm Prev?                 Y ______              N  ______      Type: ______________________ 

 
 

CATS      Mo.                 Year 
FVRCP  017, 010, 021             __________          __________ 
Rabies  014, 015                __________          __________ 
Leuk           031, 012, 013               __________          __________ 
Deworming         227              __________          __________ 
Leuk Test                                                       Y   _______          N  _______     Results: __________________ 
FIV Test                              Y   _______          N  _______     Results: __________________ 
On Flea Control                      Y   _______          N  _______     Results: __________________ 
On Hrtwm Prev?                  Y   _______          N  _______     Results: __________________

_____________________________________________________________________________________________ 
Doctors’ Use Only 
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