
Please �ll in the form with block letters or mark with a cross.

Name of owner: ____________________________________________________________________________________

Name of pet ________________________________________________________________________________________

Type of animal:

Breed: ___________________________________________    Crossbreed       Age: ______________________

Gender: 

REFERRAL PRACTICE:

Previous studies:     ECG    x-ray  heart ultrasound     laboratory

Previous medication:

Symptoms: condition loss   Yes    No

nocturnal restlessness   Yes    No

cough    Yes    No

faster breathing   Yes    No

di�culty in breathing     Yes    No 

heckling (cats)     Yes    No

pale mucous membranes   Yes    No 

unconsciousness   Yes    No

increase in abdominal     Yes    No

circumference    Yes    No

other observations

Q U E S T I O N N A I R E FO R 
H E A RT C A S E S

Formular senden

KLEINTIERFACHPRAXIS
HAßLOCH

Dr.-Siebenpfei�er-Straße 13 
67454 Haßloch

Telefon +49(0)6324 - 98 94 98 
Fax +49(0)6324 - 92 19 683 

www.anicura.de/hassloch 
hassloch@anicura.de
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