
ANIMAL MEDICAL CLINIC
Client Information

Date___________________________

Name _____________________________________________________________________________________________________
	 (First)		 (Last)

 Spouse/Significant Other_ ______________________________________________________________________________

Address___________________________________________________________________________________________________

City___________________________________________________State____________________Zip_ ________________________

Home Phone___________________________________________ Cell Phone__________________________________________

Email_ ____________________________________________________________________________________________________

Place of Employment _ ________________________________________ Work Phone_______________________ ext.________

 Spouse/Significant Other Place of Employment____________________________________________________________

 Work Phone________________________________ _ext.________

Emergency Contact_ _______________________________________________________________________________________

Phone #1_____________________________________________ Phone #2____________________________________________

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••

Pet’s Name____________________________________________  q Dog  q Cat  q Other__________________________

Approximate date of birth _____________________________

q Male - Neutered  YES or NO q Female - Spayed  YES or NO

Breed________________________________________________Color_ _______________________________________________

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••

Reason for today’s visit _ ___________________________________________________________________________________

Previous veterinarian to obtain previous records if needed_____________________________________________________

Has your pet been treated for any illness in the past year?   Yes  or  No

Please list any medical problems/medications, if any_ _________________________________________________________

__________________________________________________________________________________________________________ 

Please list the names and types of other pets you own ________________________________________________________

__________________________________________________________________________________________________________ 

Is there someone we may thank for referring you to our clinic?_________________________________________________ 

Signature of owner/responsible party_ _______________________________________________________________________ 

Drivers License #_ ___________________________________________________________________ State_________________

I assume responsibility for all the charges incurred in the care of this animal. I also understand that these charges 
MUST BE PAID IN FULL AT THE TIME OF RELEASE and that a deposit may be required for surgical treatment.


