

WELCOME

TO OUR PRACTICE

CLIENT INFORMATION

DATE: ______________________   
E MAIL ADDRESS __________________________________________________________________
NAME: _____________________________________________________________________________________

ADDRESS: _______________________________________ CITY/STATE/ZIP___________________________

HOME PHONE: (_______) _________________________WORK PHONE:  (________)____________________

EMERGENCY CONTACT NAME:  ______________________________________________________________

How did you learn about our practice? _____________________________________________________________

Number of Pets (specify by type) __________________________________________________________________

Primary reason for visit: _________________________________________________________________________

PET INFORMATION

PET’S NAME: ___________________________DOG________CAT_________OTHER______________

SEX: MALE________FEMALE________AGE:______BIRTHDATE:__________BREED:___________________

COLOR: ___________________SPAYED:______NEUTERED:________AT WHAT AGE? ___________

DESCRIBE YOUR PET’S DIET: __________________________________________________________________

LIST YOUR PET’S CURRENT MEDICATION(S) ___________________________________________________

PLEASE CHECK ANY SYMPTOMS OR PROBLEMS YOU HAVE NOTICED WITH YOUR PET:

_____Loss of appetite                                        _____Gagging                                _____Sneezing

_____Behavioral changes                                  _____Gums Bleeding                     _____Thirst

_____Breathing problems                                  _____Limping                                _____Urination Increase

_____Coughing                                                  _____Loss of Balance                    _____Vomiting

_____Depression                                                _____Scooting                                _____Weakness

_____Diarrhea                                                    _____Scratching                             _____Other

_____Eye Disorders:____________                  _____Shaking Head                        _____Other

Pet’s History (Check all that apply)

______Distemper Vaccine                          _______Feline Leukemia Test              Prior Surgery___________________

______Parvovirus Vaccine (dog)                _______FVRCP (Cat)                           Prior Illness ____________________

______Rabies Vaccine                                _______Dental                                       Other _________________________

AUTHORIZATION

I hereby authorize the veterinarian to examine, prescribe for, or treat the above described pet.  I assume responsibility

for all charges incurred in the care of the animal.  I also understand that ALL PROFESSIONAL FEES ARE DUE AT

THE TIME SERVICES ARE RENDERED.

Signature of client responsible for pet(s) _______________________________Date __________________________

