
 
Welcome to the A.H.N.A. 

for your FELINE companion’s  
Annual Comprehensive 

Physical Exam 
 
 

 
Patient Name: __________________________ 
 
Our goal for this visit is to prevent health problems in your pet as well as identify problems that do 
develop and begin treatment in the early stages before even you or your cat have been able to 
detect them.  By providing your pet with an Annual Comprehensive Examination and following the 
advice of his or her doctor for preventative care, you will increase the likelihood of a longer, more 
comfortable and active life for your pet.  
 
This visit also establishes your pet as a patient of this hospital for the next year, giving him/her 
appointment priority over pets not receiving regular care and access to our weekend emergency 
hours.  Along with bringing your concerns to our attention when your pet is examined, please 
answer the following questions now to begin updating your pet’s history. 
 
Have you noticed (please circle): 

 a change in appetite?........................................................................................... No  Yes 
 fleas? …………………………………………………………………………………… No  Yes 
 excessive itching/scratching?............................................................................... No  Yes 
 lumps, bumps, growths, non-healing sores, swellings (not previously checked). No  Yes 
 lameness, stiffness on rising?............................................................................... No  Yes 
 decrease in energy level?..................................................................................... No  Yes 
 coughing, sneezing or difficulty breathing?........................................................... No  Yes 
 vomiting?................................................................................................................ No  Yes 
 change in bowel movements (consistency or frequency)?...................................... No  Yes 
 increased drinking or increased urination?............................................................ No  Yes 
 straining to urinate, taking a long time to urinate, accidents in home?.................. No  Yes 
 eye problems (vision, discharge, change in eye color)? …………………………… No  Yes 
 ear problems (head shaking, scratching, sensitivity, odor, discharge)? …………. No  Yes 
 dental problems (bad breath, swelling, tartar, sensitivity)? ………………………… No  Yes 

Does your cat ever go outdoors or come in contact with other cats?................................. No  Yes 
Has your cat received heartworm preventative every month? .…………….………………. No  Yes 
List medications your pet currently receives: _________________________________________ 
 
____________________________________________________________________________ 
 
Please hand completed questionnaire to the technician who escorts you and your pet to the exam room and 
inform him/her of any additional health problems of which you are aware. 
 


