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SUBMIT TO: 

 

  

Name of Pet: ______________________ Policyowner: ____________________ Policy Number: _______________ 

  PART 1 – VETERINARY PROFESSIONAL’S PHYSICAL EXAM RESULTS 
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PART 2 – PROFESSIONAL OBSERVATIONS 

Discuss any findings. Address any orthopedic conditions or clinical signs in pet's history prior to this 

examination. 

 

PART 3 – DECLARATION  

TO BE COMPLETED BY EXAMINING VETERINARY PROFESSIONAL ONLY 

I certify that the information given in this form is truthful, accurate and complete. 

DVM SIGNATURE  

PRINTED NAME  

EXAM DATE MM DD YYYY  

PART 4 – CLINIC / HOSPITAL INFORMATION 

CLINIC / HOSPITAL NAME  PHONE  

ADDRESS  CITY  STATE  ZIP  


