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Timid Kitty - History of Trauma 

Questionnaire 

General Information 

Name of Pet Parent: 

Address: 

Email Address:  Phone Number:  

Kitty Patient’s Name: 

Gender: Age: Weight:

Breed/Mix:     Spayed/Neutered: 

Adopted/Fostered:    Declawed:

Detailed Information of Condition 

Did you foster your kitty?    Yes     No 

Is your kitty skittish or approachable?    Skittish       Approachable 

Are others able to approach your kitty?    Yes     No 

Are you able to pet your kitty?    Yes     No 

Are you able to hold your kitty?    Yes     No 

Are you able to play with your kitty?    Yes     No 

Does your kitty exhibit fear and anxiety when it sees: 

 You  Strangers   Male  Female   Kids 

 Other cats  Dogs  Hears loud noises/Voices 

If yes, explain their reaction: 

Explain: 

 

Is your kitty scared of noises such as a vacuum, cars, planes, thunder etc.?  Yes  No 
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When entering the

 

room, does the kitty come out or do they hide?

   

Comes out

      

Hides

 

When you enter the room, does your kitty run to any corners and look away?

  

Yes 

    

No

 

Does your kitty tremble, growl or hiss when it is approached or being pet?

  

Yes 

    

No

 

During meals, does your kitty come out to eat or do they hide and wait until they are alone?

 

 

Come out to eat

      

Hide and wait until they are alone

 

Does your kitty only come out at night?

  

Yes 

    

No

 

Does your kitty use the litter pan during the day or only at night?

  

Day

      

Night

   

Both

 

Have you attempted to use treats or toys to lure your kitty out from hiding?

  

Yes 

    

No

 

Have

 

you

 

tried

 

using calming music

 

or have

 

you

 

tried

 

reading to your kitty

 

to

 

relieve

 

its

 

anxiety?

 

 Yes

 

No

 

.Explain: _____________________________________________________

Do you use any calming products to help with your kitty’s anxiety and stress?

  

Yes 

    

No

 

If yes, describe:

 

How

 

do

 

you

 

feel

 

your

 

kitty

 

would

 

respond if

 

you

 

were

 

to

 

sit

 

down in the same

 

room with

 

them,

 

read in the

 

room with

 

them or to do any

 

other

 

relaxing

 

activities

 

in

 

the

 

room with

 

them? ..Explain:

Does your kitty express interest in or show fondness towards the

 

other pets in your household?

 

 

Yes 

  

No

 

Do you play hunting games with your kitty?

 

(e.g. play with feather or mouse wands)

  

Yes 

 

No

 

If yes, does your kitty bite the toy?

     

Yes 

    

No

 

If so, are they rewarded with a treat?

  

Yes 

    

No

 

Do you provide your kitty with its own bed, blanket or kitty cave?

  

Yes 

 

No

 

Explain: 

Inside your home, does your kitty appear relaxed or do they hide under your furniture, etc.? 

Appears relaxed Hides under

 

the furniture
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Comments 

Please list any other comments you may have: 
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