
                    

Welcome to our hospital!!  
 

Client Information 
 
Name: ________________________  Spouse/Other: ____________________________ 

Address: _______________________________________________________________ 

City: ___________________________  State: ______  Zip: ______________________  

Home Phone: ____________________  Cell Phone: ____________________________ 

E-Mail: ________________________________________________________________ 

How did you hear about our hospital? ________________________________________ 

Whom may we thank for the referral? ________________________________________ 

Pet’s Information 
 
Pet’s Name D.O.B. Breed Sex Spayed/ 

Neutered
Microchip # 

   M  F Y   N  

   M  F Y   N  

   M  F Y   N  

   M  F Y   N  

 
Are your pets allergic to any vaccines or medications? 
_______________________________________________________________________ 
 
Have any of your pets had any major medical problems we should know about? 
_______________________________________________________________________ 
 
What Animal Hospital may we contact to obtain you pet(s) medical records? 
_____________________________________________________________ 
 
Payment is due at time of service.  For your convenience, we accept cash, check, Visa, Mastercard, 
Discover and American Express.  There will be a $30 service charge for any returned check. 
 
Signature of responsible agent for pet(s)________________________  
Date: ________________________ 

 Thank you for entrusting your pet’s care with us. 


