Animal Rescue Coalitions Dog Placement Application

Dogs Name:________________________

Owners Name ______________________

Address________________________________________________________________

Home Phone ________________Work Phone______________________

Breed (if a mix please indicate what the mix might be) ___________________________

If Possible Please send clear pictures to arc@seabright.ca
Sex ________________

Spayed/Neutered_________________

Age of Dog_____________________

Where did you originally get your dog?______________________

Have you contacted any other shelters to help place your dog? If so who?_________________________________________________

How many people in your current Household? ____________________

Children and ages_______________________

Do you have any other animals? (type,sex,age)______________________

Does this dog like:  Water/cats/other dogs/children/baths/car rides/being brushed/strangers (please elaborate for us to better know your dog)

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Is your dog housebroken?_________________

Crate Trained?________________

Obedience Trained? _______________

Does this dog chew___________bark_________Jump on people___________Dig_________

Will this dog Jump a fence?__________________________

Where does this dog spend his Day/Night?__________________________

What is the general temperament of the dog?________________________

Has this dog ever snapped or growled at anyone?______________________

Has this dog ever shown fear?___________________________________

Has this dog ever bitten another person or another dog?____________________

Do you have a local Veterinarian?__________

What is their name and phone number?___________________________________

(Please let them know we will be calling to verify the information on this form and please give them permission to speak to us)_

When was your dog lasts vaccinations?____________________

Why are you unable to keep your dog?_____________________

Please fill out in its entirety and email back to arc@seabright.ca

