
CLIENT/PATIENT INFORMATION 

 
Client’s Name__________________________________________Date______________ 

 

Address __________________________City___________State______Zip Code_______ 

 

Home Phone #____________________ Work #______________  Cell #_____________ 

 

Email Address____________________________________________________________ 

 

 

Spouse’s Name (or any other person that we can give out information to or may pick up 

your animal) _____________________________ Phone # ________________________ 

 

Employer________________________________________________________________ 

 

Referred by______________________________________________________________ 

 

Preferred Doctor__________________________________________________________ 

 

Pet’s Name_____________________________________ Age_______ Sex  M CM F SF 

 

Breed___________________________________ Color___________________________ 

 

Brief Medical History______________________________________________________ 

 

________________________________________________________________________ 

 

________________________________________________________________________ 

 

When was your pet last vaccinated?___________________________________________ 

 

Where was your pet vaccinated?______________________________________________ 

 

Any Allergies to Vaccines or Medications?_____________________________________ 

 

Reason for visit today?_____________________________________________________ 

 

________________________________________________________________________ 

 

________________________________________________________________________ 

 

_________________________________                                      ____________________ 

Signature of Owner or Authorized Agent                 Date 


