
 

American Coton Club 
Veterinarian Examination Form 

 
This is an optional form that many breeders use during their Coton’s annual veterinary 

examination.  ACC has a Coton Health Registry and you may submit the completed form for 
inclusion in the Coton Health Registry Database.  It is a free service offered by ACC. 

 
Veterinarian should fax the completed examination form to  

the ACC Health Committee at 214-526-5199 
 
Registered Name of Coton: ______________________________________________ 
ACC Registration number:  ________________  Coton’s Date of Birth:  ____________  
Owner’s Name:  _________________________  Owner’s Phone:  ________________  
Owner’ Address:  ______________________________________________________  
Owner’s email address: __________________________________________________ 
 
To be Completed by Veterinarian 
 Please describe the results of your examination for each of the categories.  
If normal please indicate as N.  
 
Eyes  __________________________________________________________________  
 
Hearing ________________________________________________________________  
 
Heart __________________________________________________________________  
 
Patellae ________________________________________________________________  
 
Testes _________________________________________________________________  
 
Vulva (normal size and opening) _____________________________________________  
 
Bite and Dentition _____________________________ All teeth present?  ____________ 
 
Any indication of pain or laxity in hips? ________________________________________  
 
Hair and skin ____________________________________________________________  
 
Behavior  _______________________________________________________________  
 
Is this Coton being treated for any condition? ___________________________________ 
 
Is there anything else you wish to add?  _______________________________________ 
 
Signature of Examining Veterinarian: _________________________________________ 
 
Date of Examination: __________________  Clinic Phone: _______________________ 
Clinic Name:  _________________________ Email:  ____________________________ 
Address____________________ City:_______________ State ________ ZIP________ 
 


