Tri-City Animal & Bird Clinic

Avian Evaluation and Treatment Consent Form
[image: SCAN][image: SCAN][image: SCAN][image: SCAN]			
Animal’s Name: _____________________________ Owner’s Name:  ______________________________________

Please answer all questions and elaborate on any abnormal symptoms or behavior in the area provided.

Reason for visit: _________________________________________________________________________________

When did you first notice changes? __________________________________________________________________

Appetite: □ decreased □ normal □ increased

Water intake: □ decreased □ normal □ increased

Droppings:  Normal?  □ Yes  □ No  If no, please explain _________________________________________________

Vomiting:  □ No  □ Yes  How Often? _______________Material Vomited?_________

Coughing/Sneezing/ Respiratory Problems?  □ No □ Yes
If yes, please explain _________________________________________ Frequency? ___________________

Activity Level: □ Depressed  □ normal □ above average

Skin/Feathers: □ dry  □ normal □ oily  □ itchy  □ inflamed/red  □ molting  (check all that apply) 

Perching/Walking Normally?  □ Yes  □ No  If no, please explain ___________________________________________

Does your pet have any major medical problems?  
□ No  □ Yes If yes, please list: _______________________________________________________________

Any other changes in overall health: _________________________________________________________________

Is your pet on any medications:  □ No □ Yes If yes, please list:_____________________________________________

Please list what your bird normally eats over the course of one day: ________________________________________

 	________________________________________________________________________________________


Please initial one:   _________ Perform exam only until I am contacted.
		     _________ Perform what is listed on the consent form, then contact me.	
		     _________ Treat and perform diagnostics as needed.
		     _________ Treat and perform diagnostics as needed up to $______________
		

I understand that diagnostics and treatment may be delayed if I cannot be contacted by phone.



Owner's Signature: ________________________________________________________ Date _________________

Primary Contact Number:  _________________________________________________________________________
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