
 
 

CLIENT  INFORMATION 

 

Title:    Mr     Mrs     Ms     Dr  Name: ____________________________________________                        

Spouse / Significant Other:  Name: ____________________________________________  

Address: _______________________________________________________________________ 

City:  ______________________  State:  ___________________  Zip:  ____________________ 

Home #: ___________________  Cell 1: ___________________ Cell 2:  __________________ 

Email:   ____________________  I prefer my reminders by:   Email        Standard Mail 

    

DL#: ______________________  State Issued:     ___________  

Employer 1: ________________  Work Phone 1:  ________________________ext__________ 

Employer 2: ________________  Work Phone 2:  ________________________ext__________ 
 

Referred by:  Word of Mouth _________________ (who may we thank?)   Sign/Drive By    Yellow Pages     

 Yelp     Yahoo     Google     Other Internet _______________ (site)      Other ________________ 

CA state law requires that we report the date of birth for the owner of any 
animal receiving certain types of medication commonly used for pain relief, 
anesthesia, sedation, or to control coughing and seizures.                                   
Health & Safety Code 11190, Business & Professions Code 4170 

 
_________________________ 

Date of Birth (mm/dd/yyyy) 

 

PET  INFORMATION 
 

Pet's Name: _____________________________  Dog      Cat       Other __________________ 

Breed: ____________________ Sex: M   F DOB: ____________  ...or... Age:  _________ 

Microchip?    Y   N Spayed/Neutered?    Y    N Color:  ________________________________________ 

Allergy to medication/food? ____________________ Previous vaccine reaction? ____________________               

Insurance:      Trupanion      None      Other:  ___________________________________________________ 

 

 

 

Pet's Name: _____________________________  Dog      Cat       Other __________________ 

Breed: ____________________ Sex: M   F DOB: ____________  ...or... Age:  _________ 

Microchip?    Y   N Spayed/Neutered?    Y    N Color:  ________________________________________ 

Allergy to medication/food? ____________________ Previous vaccine reaction? ____________________               

Insurance:      Trupanion      None      Other:  ___________________________________________________ 
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