
PATIENT / CLIENT INFORMATION
Thank you for giving us this opportunity to care for your pet.  Please help us meet your needs and
the needs of your pet better by taking a moment to complete both sides of this information sheet.

Date ________________________

Owner’s Name _______________________________________   Spouse/Other __________________________________________

Social Security # _____________________  Drivers License # ________________________________________________________

Spouse/Other/Social Security # _____________________   Drivers License # ____________________________________________

Address ________________________________  City ____________________  Zip Code _________________________________

Home telephone ______________________  Work phone _______________  Spouse/Other/Work Phone _____________________

Employer’s Name Address ______________________________________________________________________________________

Spouse/Other/Employer’s Name Address  __________________________________________________________________________

At what time ___________  and at what phone number __________________  is best to call about your pet?  __________________

In Case of EMERGENCY, please call _________________________  phone number ______________________________________

CLIENT INFORMATION

HOW DID YOU BECOME AWARE OF OUR CLINIC?

PAYMENT

Previous Client?		    Yellow Pages?		    Clinic Sign?		    Drive by	      Other ____________________

Personal referral by (name)  _____________________________________________________________________________________ 

We will gladly prepare a written ESTIMATE if you desire.  Please ask our Doctor or receptionist.  ALL
PROFESSIONAL FEES ARE DUE AT THE TIME SERVICES ARE RENDERED.  For your convenience,
we take Personal Checks, Visa, MasterCard, ATM and Care Credit.

SIGNATURE OF CLIENT RESPONSIBLE FOR PET(s)  ________________________________________

Date _________________________

TO PREVENT THE SPREAD OF INFECTIOUS DISEASES AND PARASITES, HOSPITALIZED AND
BOARDED PETS MUST BE CURRENT ON ALL VACCINES AND FREE OF INTERNAL AND
EXTERNAL PARASITES.  I authorize the doctor to provide vaccines and parasite control as needed for
my pet.

Signature _________________________________

VETERINARY

CLINIC
AMERICAN

ANIMAL
HOSPITAL

ASSOCIATION



ANIMAL MEDICAL HISTORY  (please complete all information for each pet)

PET #1 PET #2 PET #3
Name

Species (cat, dog, other)

Breed

Color

Sex

Spay / Neutered

Birthdate

Skin Condition

Chronic Health Problems

Lifetime Medication

Diet (kind of pet food)

Drug, Sensitivity

Flea Products

VACCINATIONS

    DHLP (distemper-dog)

    Bordetella

    FVRCP (infectious diseases - cat)

    Rabies (dog / cat)

    Feline Leukemia Test

    Other Vaccines

Heartworm Test

Heartworm Prevention

Fecal Exam (worms - dog / cat)

Dentistry

Prior Illness

Prior Surgery

Comments

Yes ____    No____ Yes ____    No____ Yes ____    No____


