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CLIENT AND PATIENT INFORMATION

New Client Y/N Current Client New Pet Y/N Changed Information Y/N
Owner:
Spouse/Partner:
Street Address:
City, State, Zip:
Home Phone: Cell Phone:
Email (reminders sent here):
Other person authorized to order treatment or obtain patient information:

Name: Phone:

Referred by (circle all that apply): Website Facebook Internet Search Flyer
Mailing  Personal Contact Other Client:

Patient Name: Dog Cat  Other:

Breed: DOB or age:

Color:

Sex: Male/Female  Spayed or Neutered: Yes/No

Patient Name: Dog Cat  Other:
Breed: DOB or age:
Color:

Sex: Male/Female Spayed or Neutered: Yes/No

Patient Name: Dog Cat  Other:
Breed: DOB or age:
Color:

Sex: Male/Female  Spayed or Neutered: Yes/No

Previous veterinarian's contact information:
Name: Phone:

[ authorize the veterinarian to examine, prescribe for, and/or treat the above described pet or
pets. [ assume responsibility for all fees incurred in their care. [ understand payment is due at time
of service. I also understand there is a $35 charge for any missed appointment without 24 hours’
advance cancellation.

Signature: Date:
Please note payment is required at time of service; unpaid balances will be assessed a monthly 1.5% finance charge




