
In your pet vomiting? Yes No  If yes, how often?   Food  Fluid

       What color is the vomitus?

Does your pet have a pacemaker?

Does your pet have seizures?  Yes No If yes, how frequent?

Frequency and description of stools/defecations:

Does your pet have gas issues?

How is your pet’s appetite?

If appetite is poor, what time of day is it the worst?

What is the frequency of urination?

What is the color and/or odor of urine?

Is your pet unusually thirsty?

How is your pet’s mobility?

If problems, please answer the following questions:

 What time of day is it the worst?

 Worse with exercise?

 Worse in cold weather?  Worse in hot weather?

Is your pet sleeping well? Yes No If not, please describe behavior:

Is your pet dreaming during sleep?    Yes  No

Does you pet have trouble staying asleep?   Yes  No

Does your pet prefer coolor or warmer temperatures? Cooler  Warmer Does Not Seek Either

How would you describe your pet’s personality now? (please check)

 Happy  Sad  Angry  Calm/Quiet  Hyperactive

How would you describe your pet’s personality before illness? (please check)

 Happy  Sad  Angry  Calm/Quiet  Hyperactive

Is your pet a (check one):

 Worrier  Timid   Aloof  

 Confident  Aggressive  Need To Be Center Of Attention

ACUPUNCTURE
QUESTIONNAIRE
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