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Small Animal TCVM Patient Record    

Name:  _______________________




Age: ________

Species: (Canine ( Feline (Other________

Breed: ___________________

Weight: _________




Sex: ( Male ( Neutered








        ( Female ( Spayed




        

Primary Complaint:___________________________________________________________________________________________________________________________________________________________________________________________
Secondary Complaint:___________________________________________________________________________________________________________________________________________________________________________________________
Laboratory Abnormalities:________________________________________________________________________________________________________________________________________________________________________________________
Radiographic Abnormalities:________________________________________________________________________________________________________________________________________________________________________________________
Additional Testing:_____________________________________________________________________________________________________________________________________________________________________________________________
Medications:_________________________________________________________________________________________________________________________________________________________________________________________
Diet:______________________________________________________________________________________________

Check the Box in front of the item below that corresponds with the animal:
	Preference:
	( Shade or Cool Locations
( Sun or Warm Locations
( Neutral

	Thirst:
	( Excessive


( Decreased


( Normal

	Appetite:
	( Excessive


( Decreased


( Normal

	Duration:
	( Acute (painful/severe)      ( Chronic (constant/recurring)

	Personality:
	( Fearful
( Friendly
( Passive
( Aggressive 

( Obedient

	Tongue Color:
	( Pale

( Purple
( Yellow
( Red

( Deep Red

	Tongue Coating:
	( White
( Wet

( Yellow
( Greasy
( Dry

	Pulse Quality:  
	( Thin     ( Fast     ( Weak 
   ( Strong
   ( Wiry
   ( Slippery 
   ( Choppy

	Pulse Depth:
	( Superficial

( Deep

	Hair/Skin:
	( Wet     ( Dry   ( Alopecia (hair loss)     ( Bad Odor    ( Dandruff   ( Pruritis (itchy)    ( Hot

	Ears:
	( Hot

( Cold
   ( Red
( Pruritis (itchy)
( Alopecia (hair loss)

	Ears Discharge:
	( Normal
( Dry

( Wet

( Purulent (pus)
( Wax

	Eyes:
	( Red

( Pale

( Yellow
( Pruritis (itchy)
( Dry
         ( Swollen

	Eye Discharge:
	( Normal
( Thick
( Watery
( Purulent (pus)

	Nose:
	( Wet

( Dry

( Crusting
( Depigment

( Hot

( Cold

	Nasal Discharge:
	( Normal
( Clear
( Bloody
( Purulent (pus)
( Thick

	Feet:
	( Wet 
     ( Dry
( Pruritis (itchy)
( Purulent (pus)
( Yeast

	Respiration:
	( Heavy
( Strong
( Superficial

( Weak

	Cough:

	( Dry

( Wet

( Loud
( Weak
( Daytime
( Night time

	Feces:

	( Normal
( Loose
( Watery
( Dry

( Bloody
( Mucous
( Bad Odor
( Incontinent (uncontrolled) 

( Constipated

	Urination:
	( Long
       ( Short
( Incontinent (uncontrolled)

( Bad Odor
( Bloody

	Vomiting:
	( Frequent
( Bile

( Sporadic
( Undigested

	Worse With:
	( Morning
( Evening
( Cold
( Damp
( Heat 
( Wind

	Lameness:
	( Neck 
( Back 
( Hips 
( Knees
( Elbows
( Paws



( Shoulder
( Tail

( Tarsus (ankle joint)


