
Compassionate Care Animal Hospital 

2200 S Main,  Ann Arbor MI, 48103   

Phone: 734-436-0455  Fax: 734-222-0823  

Email:  Office@ccahpetvet.com  

 

Behavior Questionnaire 

 

 Please bring this form with you on the day for your consultation. 

 Please email or bring videos and/or pictures of your dog exhibiting any problem behaviors. 

 

 

Owner Information 

Last name       First Name       Spouse/Partner       

 

Dog Information 

Dog’s Name       Breed       

Male  Female Age        Weight       

Neutered/spayed?  Yes  No Age neutered/spayed       

Age when adopted       Where did you get your pet?                                   

 

 

 

 

Behavior Complaint 

Summarize the problem in one sentence.       

Describe the severity of this problem.   

 Mild   Moderate   Severe 

 

 

mailto:Office@ccahpetvet.com


How old was your dog when you started seeing this behavior?       

Were there any changes in you/your dog’s life and routine at this time?       

 

Describe the last two incidents of the primary problem behavior in as much detail as possible. 

1. Date:       Description:         

 

 

 

 

 

2. Date:       Description:        

 

 

 

 

  

 

Please indicate the number of times the problem behavior has occurred. 

Past Week Past Month Past Year Total Number 

                                                

 

List any training techniques you have used to address the problem: 

Put (+) next to items that helped, (-) next to items that made things worse, and (0) next to items with no 

effect. 

1.       

2.               

3.         

Additional:       

 

List any medications or supplements used to address the problem: 



Put (+) next to items that helped, (-) next to items that made things worse, and (0) next to items with no 

effect. 

1.       

2.                

3.                 

Additional:       

 

Household Information 

List every person living in the household and describe the relationship they have with the dog. 

Name Age Sex Hours away/day Relationship 

                                                              M  F                                                               

                                                              M  F                                                               

                                                              M  F                                                               

                                                              M  F                                                               

                                                              M  F                                                               

 

Additional household members:       

 

List all other pets in household and describe the relationship they have. 

Pet’s name Species Breed Age Sex Weight Relationship 

                        M  F             

                        M  F             

                        M  F             

                        M  F             

                        M  F             

 

Additional pets:       

 

 

What type of home?:  House Townhouse Apartment Other:       



Do you have a fenced yard?    Yes  No   

If yes, what type of fence, and how tall is it?       

 

Behavior Profile 

Please check as  box  for any reaction your dog has ever had to the given scenarios. 

Scenario 
No 

Behavior 

Moves 

Away 
Freezes/Stares Barks/Growls 

Shows 

Teeth 

Snaps 

/Bites 

Going near them while they 

possess a high value item 

(rawhide/treat/toy) 

      

When taking away an object 

you do not want them to 

have 

      

Going near them while 

eating  

      

When physically taken off of 

furniture  

      

If  touched while asleep       

Greeted by familiar people       

Greeted by unfamiliar 

people 

      

To people entering 

house/yard  

      

Approached by children or 

infants 

      

Approached while in the car 

(to people outside car) 

      

Responds to pain       

Greeted by familiar dogs       

Greeted by unfamiliar dogs       

 

 

Check the appropriate box for your dog’s response to the following scenarios (check any that have ever 

applied). Please note in the comments if the reaction is different based on who is performing the task 

(owner, family, vet, groomer, etc.). 



Task No reaction Avoids Resists Growls Snaps/Bites Comments 

Handling 

feet/trimming nails 
           

Giving medication            

Cleaning/medicating 

ears 
           

Brushing fur            

Bathing            

Petting head            

Holding collar            

Lifting            

Rolled over            

Restraint/holding            

 

Note any scenario(s) in which your dog is muzzled for safety:       

 

Are you are, any family member, or household pet ever afraid of your dog? Who?      

 

Has your dog been reported to animal control or public health authorities for biting?  Yes  No 

Is your pet currently in 10-day quarantine for biting?  Yes  No 

 

Please state if your dog exhibits any of following behaviors and the scenario(s) in which this occurs. 

Behavior Context(s) 

Cowering       

Ears back       

Tail tucked       

Retreating       

Hiding       

Whining/vocalization       

Excessive panting       



Excessive salivation       

Pacing       

 

How does your dog respond to loud noises (storms, fireworks, etc.)?       

 

How does your dog react when you leave it home alone?       

How long is your dog alone on a daily basis?       

 

Do you use a crate/kennel for confinement?  Yes  No   

If no, have you ever attempted to in the past?  Yes  No 

 

Diet  

Food/Treat  Brand 
How much/ how 

often given? 
Pet’s desire for this food 

Dog food (dry)             Mild  Moderate  Strong 

Dog food (canned)             Mild  Moderate  Strong 

Treats              Mild  Moderate  Strong 

 

How much time (minutes/hours a day) do you exercise your dog?       

Type of exercise: Walk  Run/Jog Play  Other:       

 

 

 

Thank you for trusting us with your dog’s care! 

Compassionate Care Animal Hospital 

 


