
        Telemedicine Consultation  
                Questionnaire 
 
Sponsor’s Name: ___________________________________ 
 
Pet’s Name: _______________________________________ 
 
Email address: __________________________________________________________________ 
 
What are your pet’s symptoms and your concerns?  
 
 
 
 
 
 
______________________________________________________________________________ 
How long has the current issue been going on? 
 
 
______________________________________________________________________________ 
Has your pet experienced this problem before? If so, when and did this resolve completely?  
 
 
______________________________________________________________________________ 
 Has your pet been seen by a veterinarian (on/off base) for this condition? If so, was diagnosis 
given or any treatment done? Please describe. 
 
 
 
 
______________________________________________________________________________ 
Have you tried any home remedies for what is going on with your pet? If so, please describe.  
 
 
 
______________________________________________________________________________ 
Is the pet eating, drinking, urinating, and defecating normally?  
 
 
 
______________________________________________________________________________
  



 
Any coughing, sneezing, vomiting, or diarrhea?  
 
 
______________________________________________________________________________
Does the patient have a good energy level?  
 
______________________________________________________________________________ 
Does the patient have a history of seizures?  
 
______________________________________________________________________________ 
Does the patient have a history of vaccination or medication(drug) reactions? 
 
______________________________________________________________________________ 
Is the patient on heartworm prevention? Flea and tick preventions?  
 
______________________________________________________________________________ 
Does the patient take any other medications, supplements or over the counter products?  
 
______________________________________________________________________________
 Does the patient have any previous medical conditions we should be aware of? 
 
 
______________________________________________________________________________ 
 
 
I understand that filling out this Questionnaire does not guarantee that there may be 
significant delays before the Okinawa VETAC staff can process my request and that if 
my pets' condition worsens or changes in any way I should seek veterinary care in a 
traditional in clinic format either with the Okinawa VETAC or an off base facility. 
 
I understand that if a telehealth appointment is not deemed appropriate, I will be 
advised to make a traditional in-person appointment with the Okinawa VETAC or if 
one is not available utilize an off base facility.  
 
I understand that the Okinawa VETAC may stop performing telehealth consultations 
at any point and that if that does happen, I will need to make a traditional in clinic 
appointment.  
 
________________________________________                               _______________ 
Signature                                                                                                      Date 
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