
 Symptom Relief for Feline Lower Urinary Tract Disease  

Patient:______________________________ Date:_______________________________ 

Instructions: 

 Stress reduction: Urinary symptoms in
cats often occur when they are stressed.
Specific recommendations include:

________________________________________ 
________________________________________ 
________________________________________ 
________________________________________ 

 Litter box instructions:

________________________________________ 
________________________________________ 
________________________________________ 
________________________________________ 

 Diet and feeding instructions:

________________________________________ 
________________________________________ 
________________________________________ 
________________________________________ 

 Other Instructions:

________________________________________ 
________________________________________ 
________________________________________ 
________________________________________ 

________________________________________
________________________________________

Follow Up 

 Symptoms are expected to last ______days.
 If your pet develops the following

symptoms call your veterinarian to discuss
your pet’s condition or to schedule a
recheck.
_______________________________________
_______________________________________
_______________________________________
_______________________________________

 Next veterinary
consultation:___________________________

Exam findings +/- diagnostics: 

__________________________________________ 
__________________________________________ 
__________________________________________ 

Cats often have urinary symptoms (urinating 
outside of litterbox, blood in urine) that are 
not caused by an infection. 

Specific Treatments: 

Your pet does not need an antibiotic today. 
The following treatments may be used for 
symptom relief and/or to address non-
infectious causes: 

 Non-antibiotic prescription(s):
__________________________________________
__________________________________________
__________________________________________
 Over-the counter medication(s):

__________________________________________
__________________________________________
__________________________________________
 Other:
__________________________________________
__________________________________________
__________________________________________

Clinic Name and Phone Number: 

Veterinary Provider: 
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