CANCER IN GREYHOUNDS

STUDY QUESTIONAIRE

Owner’s Name and Address:

____________________________________________________________________________

____________________________________________________________________________

Email address:  _______________________________________________________________

Greyhound’s Name:  ___________________________________________________________

Tattoos:  RE:  _______________     LE:  ________________________________

How many races did this greyhound race?  _________________________________________

If there are no tattoos, is a pedigree available?  Yes________  No__________

If the answer is yes, please submit the pedigree.

Greyhound’s age at adoption:  _____________________

Veterinarians’ name(s):  ____________________________________________________________________________

Address_____________________________________________________________________

____________________________________________________________________________

Telephone number:  ___________________________________________________________

Email address:  _______________________________________________________________

Age of Greyhound when diagnosed:  _______________________________

Symptoms:  __________________________________________________________________

____________________________________________________________________________

Diagnosis____________________________________________________________________

____________________________________________________________________________

Location of Cancer_____________________________________________________________

Date of diagnosis:  ____________________________________________

Method of diagnosis:  __________________________________________________________

(xray, MRI, biopsy, etc. – list all that apply)

Include the name of the lab and the path accession number for the biopsy:  

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

Treatment(s):  ________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

(amputation, chemo, radiation, meds, alternative, etc. – list all that apply and names of medications if known; if no treatment please list “none”)

Length of survival after diagnosis and/or treatment:  __________________________________

Vaccination History______________________________________________________________________

Heartworm preventative used, yes or no, and what kind:  

____________________________________________________________________________

Topical flea/tick treatment used, yes or no, and what kind”

____________________________________________________________________________

Prescription medications used in the year prior to illness:

____________________________________________________________________________

Supplements used in the year prior to illness:

____________________________________________________________________________

Additional comments:

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

