AVIAN HISTORY FORM
(Client/Patient Info Sticker Here)




General History
Bird’s name:_____________________________ 
Sex: M______ F______UNK______
Species: ________________________________   
Age (if known): _________
How was your bird sexed? (blood test, surgical)________________
Any specific identification? (ie: tattoo, microchip, leg band)______________________________
If your bird is a female, has she produced eggs in the past? (if yes please describe)__________________ _____________________________________________________________________________________
Bird is a: pet________ breeder ____________  food animal (chickens/poultry/ waterfowl) ___________
How did you acquire your bird? Store_______ breeder _______Other____________________________ 
Date acquired?_________________________________________________________________________
Do you have any other pets?  Y/N
If yes, please specify including ages, species, when acquired?___________________________________
_____________________________________________________________________________________
Are there any smokers in the household?   Y/N
Do you use Teflon/nonstick cookware?   Y/N
Do you use perfumes/room sprays?  Y/N
Is your bird fully flighted at this time? (ie. Are the wings not currently clipped or pinioned?)  Y/N
For chickens/poultry/waterfowl: Do you eat the eggs or planning to use this bird for meat/food? Y/N

Housing:
Is your bird kept: Indoors____ Outdoors ______ Both________
(please specify % time in each location)_____________________________________________________
How is your bird housed? (cage, aviary, free in house)_________________________________________
Is your bird housed alone?  Y/N
If no, list other cagemates (species, sex, # of birds) __________________________________________
If the bird is caged, what type of cage? (please list dimensions/size, and type(s) of cage material (ie. Galvanized metal, zinc, stainless steel, plastic, etc) _____________________________________________________________________________________
What substrate do you use at the bottom of the cage?_________________________________________
Method/frequency of cleaning food & water dishes___________________________________________
Any toys in the cage?   Y/N 
 If yes, then describe: _____________________________________________________________________________________
Please list types of perches you use (ie. Wood, sand, plastic, etc): ________________________________
How often do you rotate perches in the cage? _______________________________________________
Has the bird’s environment changed recently?      Y /N     If yes, describe __________________________
_____________________________________________________________________________________
At night, do you cover your bird?    Y/N
How many hours of darkness does the bird have each day?_____________________________________

[bookmark: _GoBack](Please flip page for additional questions.)

Diet: 
What foods are offered to your bird and in what total percentages? (i.e.: % of seed, pellets, fresh fruit/veggies, treats, etc). Please list brand of diet used.
__________________________________________________________________________________________________________________________________________________________________________
Which of these foods do you remove from the cage at night?___________________________________
Any supplements offered? Brand name?____________________________________________________
Is your bird on any medication? If so which one(s)/frequency/dosage if known? _____________________________________________________________________________________
Any treats offered? Type? How often?_____________________________________________________
Any recent diet changes or new foods? Y/N
If yes, describe: ________________________________________________________________________
_____________________________________________________________________________________
How is water offered? (i.e. sipper bottle, bowl, dropper)_______________________________________



Reason for today’s visit:
Has your bird ever seen a vet before?   Y/N
If so, what previous medical problems did he/she have? (if any). Describe. ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What signs have you noticed that prompted today’s visit?______________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Additional comments:

