
1. What prescription medications, supplements, and/or OTC medications does your pet receive?

2. When did the problem start?

3. Is your pet showing any of the following: (please select all that apply)

4. How many litter boxes do you have in your home?

5. Are your litter boxes located in quiet, low traffic areas in the house?

6. Have you made any recent changes to your litter, litter box(es) or box location?

7. If yes, please explain any recent litter box changes:
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Please help us provide the best care for your pet by responding to the following questions prior to your 
pet's scheduled appointment. Thank you.

8. Are there any recent changes to your pet's environment, like home renovation, new 
pet/people in the home?

9. If yes, please explain any recent environment change:

10. Including your pet, how many cats are in your household?

11. Has a similar problem happened in the past?

12. How is your pet's appetite/eating?

13. How is your pet's thirst/drinking?

14. Have you noticed any weight change in your pet?

15. What type of food do you feed your pet? What is your feeding routine? (amount offered, how 
many times daily)?

16. Is there anything else we should know about your pet's illness?

17. Since your pet is experiencing urinary issues the medical team will need to collect and 
analyze a fresh urine sample. Please do NOT ALLOW your pet to urinate/access to the litter 
box for 2 to 3 hours prior to their appointment time. Thank you.

Pain/straining/crying
when urinating

Blood in 
urine

Urinating small
amounts more often

Excessive grooming
of the genital area

Increased frequency
of urination

Housesoiling (urinating 
outside of the litter box, or 
other inappropriate places)

1 2 to 3 More than 3

Yes No

Yes No

I’m not sure

Today 2 to 3 days ago 4 to 10 days ago Other
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1 2 3 4 or more

Unchanged/the same
as normal

Increased Decreased I'm not sure

Unchanged/the same
as normal
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Yes, weight 
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Yes, weight 
gain
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