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Client and Patient Information Sheet

Owner Information Last First

Name (Mr. Mrs. Ms. Dr.):

Address:

City: State: Zip Code

Primary Contact Number:

Additional Contact Number(s):

Email Address:

Secondary Owner Last First

Name (Mr. Mrs. Ms. Dr.):

Relation to Client:

Primary Contact Number:

Additional Contact Number(s):

How did you hear about our practice?
Facebook O Passing by Hospitalo Walk-In Visito ~ Yellow Pages O
Internet 0 Veterinary Referralm  News Article O
Friend O (Client’s Name )

*Please see reverse side to add pet(s) and medical history*



Pet #1

Name: Species: CaninenO Felineo OthernO
Breed: Color:

Age (weeks, months, years):
Sex: Male 0 Female o0 Status: Spayed O Neutered O Intact O
Patient Medical History

Previous Veterinary Clinic:
Please list any medical problems your pet has had or is currently being treated for:

Please list any routine medications used:
Please describe your pet’s current diet:
Please mark any behaviors that relate to your pet: Thunderstorm Anxiety O
Aggression - Human O Animal O Allergies O
Unusual Behaviors O

Pet #2
Name: Species: CanineO Felineo Other O
Breed: Color:

Age (weeks, months, years):
Sex: Male O Female O Status: Spayed O Neutered O Intact O
Patient Medical History

Previous Veterinary Clinic:

Please list any medical problems your pet has had or is currently being treated
for:

Please list any routine medications used:
Please describe your pet’s current diet:
Please mark any behaviors that relate to your pet: Thunderstorm Anxiety O
Aggression - Human O Animal O Allergies O
Unusual Behaviors O

Payment is due at the time of services rendered. We are able to provide estimates upon request.

[ hereby authorize the veterinarian to examine, prescribe for, or treat the pet(s) described
above. [ assume responsibility for all charges incurred in the care of the animal.

Signature of client responsible for pet(s) Date



