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Brooke Lewis DVM 
(608)616-5035

brooke@lewisvetbehavior.com

 Feline History Form 

Cat’s current (approximate)age?

Age when neutered (approx.): 

Age when adopted? 

Briefly describe your cat’s personality (friendly, bold, active, playful, aloof, independent, fearful, 
etc.): 

Contact Information 

Owner name(s): 

Address:

Preferred Phone: 

E-mail address:

Referring Veterinarian / Clinic:

Referring Clinic Phone / Email:

Cat's Information

Name: 

Breed: 

Sex:

Declawed:   

What drew you to this particular cat or breed?

Where did you get your cat from?  Were you given any previous history on this cat?



Name Species/Breed Age Male Female 
Spayed/ 

Neutered 

Date Joined 

Household 

1. 

2. 

3. 

4. 

5. 

Name Age Involvement with Cat (feeds, grooms, treats, plays, trains) 

1. 

2. 

3. 

Please list human household members, detailing age and involvement with cat:

4. 

5. 

Please list all pets within the household:

Please describe the relationship(s) between household pets: 

Has your household changed since acquiring this cat (new house, marriage, children, etc.)? 

Present Household

Describe your home: 

How many stories? How many rooms? 

Is your cat allowed: (check all that apply) 

  Indoors   Outdoors (supervised)  Outdoors (unsupervised)    Outdoors only 

Daytime (when owners away): 

Night-time: 

When guests visit: 

Describe where cat stays/sleeps at each of the following times: 

Daytime (when owners at home):ho 



Medical Information 

Does your cat have any current or previous medical problems (urinary, pain, etc.)? 

Name of medication Dose How often given 

1. 

2. 

3. 

4. 

Diet 

List all food given on a regular basis: 
Amount offered 

daily 
Method Fed 

(Automatic feeder, free fed, meals) 
Times food is 

offered 

Please list any current medications, herbal remedies, supplements.  Include all previously tried 
behavioral medications:

Food brand, treats, and human food 

2. 

3. 

Describe location of food and water bowls: 

Food or water 
Type of container 

(plate, metal, plastic, bowl) Location 

1. 

1.

2. 

3.

Does your cat have any food restrictions?  

Does changing his/her food affect behavior?

Describe eating habits (picky/voracious):  

Play

Favored toys: 

Favored play times: 

Does the cat have a play center?    Yes         No 

Who initiates play:   People  Cat 



How long is your cat typically left alone on a weekday / weekend? 

Does he/she settle when left alone?     Yes               No 

1. 

2. 

3. 

List games/activities cat enjoys games/activities cat enjoys 

Training 

Have you ever trained your cat?      Yes  No 
∗ If so, please describe methods, equipment used and outcomes:

Have you ever involved another behaviorist or trainer?    No Yes

Patting/stroking

Lifting/carrying

Cleaning ears

Nail trimming

Car Rides

See other cats 
through window

New dogs: 

Face to face 
with other cats: 

Reactions

How does the cat react to the following: 

Restraining on your lap

Grooming/brushing

Bathing

Giving Medication

Noise (penny can): 

Unusual/loud noises: 

Strangers in home: 

New (non-family) cats: 

Verbal Reprimand

Spray bottle

 No 

Grooming and scratching habits 

Does your cat groom itself?  Yes 

 people in the home  objects? Does your cat lick:  Other cats in the home 

Does your cat knead?   Yes                   No



 No Does your cat use or have access to scratch posts (please describe)?   Yes       
∗If yes, describe texture (sisal, carpet, cardboard), locations, vertical/horizontal:

Does your cat scratch in any unwanted areas?    Yes  
∗If yes, describe:



Presenting Concerns 

Describe frequency, possible triggers, changes in intensity, or other observations.  Also describe 

the most recent incident:

When did the problem begin? Describe the first incident:

How often does the problem occur?   

Describe any changes in the home or the pet’s health when the problem first started: 

Please describe your current concerns:  Very 
Serious 

Serious Not 
Serious 

1. 

2. 

3.



What has been done so far to try and correct the problem? 

Additional information (optional)

Response

What are you goals for treatment? 
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Reinforcers: 

Elimination and Litterbox Information 

Does your cat housesoil? If yes, please also fill out Feline Elimination Questionnaire

How often is the litterbox cleaned/changed? 

Litterbox location Type of litter Type of box 

1. 

2. 

3. 

 No 

4. 

Indicate which of the above boxes your cat prefers: 

Do the cats use each other’s litter boxes?   Yes     

∗ If no, describe where each cat’s box is located:

Does your cat dig/bury after eliminating? Yes  No 

Favorite treats/foods Favorite toys, other reinforcers 
(grooming/attention etc)
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