OVRS Oncology New Client Questionnaire

Thank you for your interest in scheduling an Oncology Consultation Appointment at Oakland
Veterinary Referral Services (OVRS). Please complete the Veterinary Oncology New

Client Questionnaire (even if you or your pet has been here before). Once the Questionnaire has
been completed and returned, you will be contacted to schedule your Consultation Appointment.

PATIENT INFORMATION

Pet's name: Species: m dog m cat
Breed: Age: DOB:

Sex: m male m female m neutered/spayed m intact

For intact females: Approximately when was her last heat cycle?

For neutered/spayed pets: Approximately when was surgery performed?

Name brand of your pet's current diet?

Does your pet have contact with other animals? m yes = no

Weight: How long have you owned your pet?

Where is your pet housed? m Indoors m Outdoors = Both
Has your pet ever traveled outside of southeastern Michigan? = yes m no

If yes, when:

Purpose of Animal: = Pet m Show m Sport = Guard = Service

REFERRING VETERINARIAN & DIAGNOSIS

Please check the box next to your primary veterinary clinic:

m Referring veterinarian:

Clinic name:

Phone:

Other veterinary clinic(s), including emergency clinics, at which your pet has been treated:

m Clinic name:

Phone:

m Clinic name:

Phone:

Cancer diagnosis (if known):

Type/location:

Date of diagnosis:

How was diagnosis made: m biopsy = fna ®mimaging m surgery m other

Tumor grade/stage (if known):

Any previous cancer treatment? = yes ®m no

m Surgery Date(s): Location;

m Chemotherapy Date(s): Drugs:




m Radiation Date(s): Location:

m Electrochemotherapy Date(s): Location:
m Other

CURRENT SYMPTOMS & CLINICAL SIGNS
Please check all symptoms your pet is currently experiencing:
m visible mass/lump (location: )

m lethargy/decreased activity

m decreased appetite/not eating

m weight loss (amount;_ )

m vomiting (frequency: )

m diarrhea (frequency:_ )

m coughing

m difficulty breathing/increased respiratory rate

m limping/lameness (which leg: )

m pain (location/severity: )

m bleeding/bruising

m difficulty urinating/defecating

m increased thirst/urination

m seizures

m weakness/collapse

m swollen lymph nodes

m other:

When did symptoms first start?

Are symptoms: m stable = worsening ® improving

CURRENT MEDICATIONS & SUPPLEMENTS

Please list ALL medications, supplements, over-the-counter products including heartworm, flea and
tick prevention your pet is currently taking:

Drug allergies or prior adverse reactions:

PREVIOUS MEDICAL HISTORY

Prior major illnesses or surgeries:

Current non-cancer conditions (e.g., heart disease, kidney disease, diabetes):



DIAGNOSTIC TESTING COMPLETED

Please check all the tests that have been done and bring copies of results if available:
Blood work (CBC/Chemistry) Date:

Urinalysis Date:

X-rays (Location: ) Date:

Ultrasound (Location: ) Date:

CT scan (Location: ) Date:

m MRI (Location: ) Date:

Biopsy/Cytology (Location: ) Date:

TREATMENT GOALS & QUALITY OF LIFE

What are your primary goals for your pet's care (check all that apply):

m cure the cancer if possible

extend life with good quality

control symptoms/improve comfort

® maintain current quality of life

palliation/hospice care

m gather information to make decisions

How would you rate your pet's current quality of life?
m excellent = good m fair = poor

What activities/behaviors are most important to maintain?

What are your main concerns or fears?

Financial considerations:
m treatment cost is not a major concern
m need to understand costs before deciding

m have a specific budget in mind: $

m Pet insurance: m yes company: ® No

Are you willing to consider:
m surgery

m chemotherapy



electrochemotherapy

radiation therapy

clinical trials

palliative/supportive care only

m would you like to discuss all options

Are you interested in alternative medicine treatment options:
m Acupuncture

m |V vitamin C

m Herbal therapies

m Supplements



