
CATTLE CONNECT CALF SCHEME

CALF ENTRY FORM, DECLARATION & FOOD CHAIN INFORMATION

Name & Address Date of Collection

Number of calves collected

Is the herd Accredited Free or 

Vaccinated Monitored

Holding Number Free from BVD (if yes please provide details) -

1 2 3 4 5 6 7 8 9 10 11 12 13

Lot 

No

Official Ear Tag 

(Herd Prefix):

 UK…......................

Weight
(CC use)

Grade
(CC use)

Breed
Sex

M/F

Date of 

Birth
Sire Name

TB Test 

Date
BVDv Test 

(Neg)

Treatment
(Y/N)

Notes
(Expand below if 

neccessary)

Price
(CC use)



1 Have withdrawal periods for veterinary medicines and other treatments been met?

2 Have any calves in the consignment been treated with any veterinary medicinal products or other treatments in the past 28 days?

If ‘yes’ please provide details in the ‘treatment history’ section below.

3 Are any of the calves showing signs of abnormality? If ‘yes’ please provide details in the section below. 

4 Are any of the calves Reactor or Inconclusive Reactor to the TB test? If ‘yes’, relevant movement forms must be provided.

5 Is the holding under a TB restriction order? If ‘yes’, movement forms, if required, must be provided.

6 Is the holding or area under restrictions for animal health (other than TB) or other reasons? If ‘yes’ please provide details on

the reverse of the form.

7 Has any analysis of samples shown that any animal may have been exposed to substances likely to result in residues in meat?

Treatment History – Veterinary medicinal products or other treatments administered to calves in the consignment

Date of Administration

Signs of Abnormality – Details of Calves showing signs of abnormality

Details of holding or area restrictions for animal health or other reasons

Details about analysis of samples that have shown that any animal may have been exposed to substances likely to result in residues in meat

Signature …..................................................................................... Date …....................................................................

Yes / No

Yes / No

Yes / No

Please circle

Reason for Administration

Yes / No

Yes / No

Yes / No

Yes / No

Withdrawal periodName of Medicine or ProductOfficial Ear Tag

Official Ear Tag Description of Abnormality


