
NEW CLIENT INFORMATION FORM 
 
Last Name: _________________________________ First Name________________________ 

Street: ______________________________________________________________________ 

City/State: _____________________________________________ Zip: __________________ 

Phone: (Circle Preferred) Cell ______________________ Home ______________________ 

Email: _______________________________________________________________________ 

Secondary Contact: _______________________________________Relation: _____________ 

Secondary Contact Phone: ___________________________________________ 

Previous Veterinary Clinic: _________________________________________________________ 

Discounts: Senior (65+) / Military / First responders (Circle if applies)  

PET INFORMATION 

Pet’s Name: _________________________________________________________________ 

Species:  DOG / CAT 

Sex: Female / Female Spayed / Male / Male Neutered      Food Allergies? ________________ 

Breed: ______________________________ Color: _________________________________ 

Birthday OR Approx. age: ______________________________________________________ 

Medications: ________________________________________________________________ 

Temperament ______________________________Microchipped?    Yes ______ No_______ 

PET INFORMATION 

Pet’s Name: _________________________________________________________________ 

Species:  DOG / CAT 

Sex: Female / Female Spayed / Male / Male Neutered      Food Allergies? ________________ 

Breed: ______________________________ Color: _________________________________ 

Birthday OR Approx. age: ______________________________________________________ 

Medications: ________________________________________________________________ 

Temperament: ______________________________Microchipped?  Yes ______ No _______ 

Payment is expected when services are rendered. 

We accept: Visa, MasterCard, American Express, Discover, Care Credit and Cash 

Checks are NOT accepted. 


