
New Client/Patient Form
Client Information:
Name:________________________________________________
Address: ______________________________________________
City: ____________________  State: __________  Zip: _________
Home #: ____________________ Cell #: ____________________
Which phone # do you prefer to be contacted at? Home ❏ Cell ❏
Email: _____________________________
Spouse: ______________________________________________

Pet Information:
Name: ________________________________________________
Species: Canine ❏ or Feline ❏       Sex:  Male ❏ or Female ❏
Breed: _________________ Age: ________ Color: _____________
Spayed or Neutered: Yes ❏   No ❏
Does your pet have vaccinations?   Yes ❏   No ❏
If so, what hospital? ______________________________________

Diet:
Type of food: ____________________________________________
Amount fed and how often: _________________________________
Is your pet eating/ drinking normally? _________________________

Medications:
Is your pet on flea/tick preventative? __________________________
Is your pet on heartworm preventative? ________________________
Other medications: ________________________________________

Please list any other issues you’d like the doctor to check today:
________________________________________________________


