
	
	
	

New Client Information 
 

Name_________________________________________________ Date ________________ 
  Last     First 
Address______________________________________________________________________
City_______________________ State________ Zip_________  
Cell phone__________________________ Other phone _______________________________  
 
Employer______________________________________________ 
Occupation__________________________ Work number ______________________________  
Spouse or co-owner____________________  Phone ___________________________________ 
 
Email address___________________________ Would you like text/e-mail communications?    Yes      No 
Driver’s License #___________________________ (required if writing a check) 
 
Whom may we thank for referring you to our practice?_____________________________ 
 
 

Pet #1 
Pet’s name_______________________________________ � Dog     � Cat    � Other____________ 
Age/Birthday_____________________  Sex � Female  � Male   Breed ____________________ 
Color_______________     Neutered/Spayed  � Yes � No     At what age? ________________________ 
Where did you obtain this pet?   �Friend    �Breeder   �Pet Shop  �Humane Society   � Other_____________ 

 

Pet #2 
Pet’s name_______________________________________ � Dog     � Cat    � Other____________ 
Age/Birthday_____________________  Sex � Female  � Male   Breed ____________________ 
Color_______________     Neutered/Spayed  � Yes � No     At what age? ________________________ 
Where did you obtain this pet?   �Friend    �Breeder   �Pet Shop  �Humane Society   � Other_____________ 

 

Payment 
We will gladly prepare a treatment plan of service fees if you desire (please ask one of our team members). 

 
All professional fees are due at the time services are rendered. In cases of extensive medical or surgical procedures where 
full payment may be difficult at discharge, we accept major credit cards or Care Credit.  There will be a $25.00 service 
charge for any check returned unpaid.  To prevent the spread of infectious diseases, all hospitalized patients must be 
current on all vaccines and free from internal and external parasites. The signature below authorizes this level of 
preventative care and the appropriate charges will be assessed in the discharge invoice. 
 
Signature of client responsible for pet(s)__________________________________Date___________________ 
 

Authorized Care Givers 

There may be a case when someone other than you may need to bring your pet for treatment. Please list individuals 
authorized to allow treatment, sign treatment plans and sign anesthesia consent forms on your behalf. For the safety of 
your pet(s), we will not allow anyone unauthorized by you to sign for treatment.  

Authorized Individuals:___________________________________________________________________ 

Social Media Consent 
 
 Are we authorized to post your pet’s picture on our social media platform or web site?  YES   NO 
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