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Patients	
  Registered	
  Name:

Patient	
  name: Owner	
  Last	
  Name:

Species: Weight:

Breed: Color:
m d y

DOB: Gender:

Spayed	
  or	
  Neutered	
  (yes/no): Tattoo	
  Number:	
  

Microchip	
  Number:	
   Kennel/Registry	
  Club:

Registration	
  Number:

Sire	
  Registration	
  Number:

Dam	
  Registration	
  Number:

Last	
  Name: First	
  Name:

Address:

City: State: Zip:

Country: Phone:

Date	
  of	
  Radiograph:
Mild Moderate Severe

Clinical	
  Signs	
  (yes/no):	
   Severity:

Restraint	
  Drugs:	
  

Has	
  this	
  dog	
  had	
  hip	
  surgery?	
  (yes/no/unknown)

Has	
  this	
  dog	
  had	
  a	
  PennHIP	
  radiograph	
  before?	
  (yes/no/unknown)

If	
  yes,	
  then	
  when?	
  

Has	
  this	
  dog	
  suffered	
  hip	
  trauma?	
  (yes/no/unknown)

Comments:

Patient	
  Information

Referring	
  General	
  Practitioner:	
  

Owner	
  Information

Hospital	
  Information

VTH	
  Patient	
  ID	
  Number:
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