
Name Breed  Age/DOB Color  Sex Sp ayed or Neuter ed  Medications 

 
 

CLIENT INFORMATION 

OwnerFirst&LastName                                                                                                                  

StreetAddress                                                                                                                                                    

City                                                                                       State                                              Zip                   
 

Home Phone      
 

Cell Phone         
 

Employer Name    Employer Phone       

Email    (to be used for updates, reminders and alerts) 

  Please list anyone else who has permission to authorize services for your pet(s): 
 

First & Last Name             

Spouse Significant Other Relative Other   Cell Phone         

Employer Name     Employer Phone          

Email     
 

Pet Information: 
 

 

NAME 
 

BREED 
 

AGE/DOB 
 

COLOR 
 

SEX SPAYED OR 
NEUTERED 

 

MEDICATIONS 

       

       

       

 

 

1.  How did you hear about us? 
Yellow pages Internet/Website 

Sign/Drive-By

 
 
 

2.  Would you like to receive health reminders for your pets? 
Yes, I am transferring all records to this clinic 

No, I have a primary veterinarian 

Know a Staff Member   
Previously a Client 

Referred by   

 
3.  How would you like to receive appointment confirmations? 
(mark all    preferences) 

Phone	
  call 

Text	
  Messaging	
   cell# __________________
 
I understand that all services performed for my pet(s) must be paid in full upon completion. 

 
X    

 

CHECK ◊     CASH ◊     CREDIT CARD ◊       CARE CREDIT  ◊    


