
Client Information Form 
 

Please print this form, fill it out, and bring it with you for your pet’s 
appointment. 

 
Name:________________________________Spouse 

Name:__________________________ 
 
Address: ________________________________________________________________________________ 
 
City: ____________________________________________________  ZIP:  _________________________ 
 
Home Phone: ___________________________________________________________________________ 
 
Cell Phone:  _____________________________________ Spouse Cell:  ___________________________ 
 
Work Number: __________________________________Spouse Work #: __________________________ 
 
E-Mail address: _________________________________________________________________________   
How did you hear about us?  ____________Friend/Neighbor  ___ Phone Book   ___  Internet     ____ Other 
   Name person who referred you:    
                                                 Please bring in current vaccine/deworming history if available 
Pet Information:   Pet #   1 
              Dog       Cat     (Circle One) 
Name: ________________________________  Breed:___________________________Sex: ____________ 
                                                                                                                                                     Altered?   Y    N    
Color: ________________________________  Date of Birth: ______________/Age:_______ 
 
New pet to your family?  __________   if yes, where was pet obtained?  _____________________________ 
Any coughing, sneezing, gagging?  __________  Any vomiting, diarrhea?  ___________________________ 
Any allergies?___________________________  History of Vaccine Reaction? _______________________ 
Previous Medical Problems: ________________________________________________________________ 
Currently on medication? _________    Name of Medication: ______________________________________ 
 
Main reason for visit:______________________________________________________________________    
 
Pet Information:   Pet #    2         
             Dog       Cat     (Circle One) 
Name: ________________________________  Breed:___________________________Sex: ____________ 
                                                                                                                                                     Altered?   Y     N    
Color: ________________________________  Date of Birth: ____________/Age:_______ 
 
New pet to your family?  __________   if yes, where was pet obtained?  _____________________________ 
Any coughing, sneezing, gagging?  ____________Any vomiting, diarrhea?  _________________________ 
Any allergies?___________________________   History of Vaccine Reaction? _______________________ 
Previous Medical Problems: ________________________________________________________________ 
Currently on medication? _________    Name of Medication: ______________________________________ 
 
Main reason for visit:______________________________________________________________________    
 


