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Date ______________
Owner’s Name _______________________________ Spouse/Other _____________________________
Address ____________________________________ City _______________   State _____ ZIP ________
Home Phone ___________________________    Other Phone __________________________________
Email Address _________________________________________________________________________
I would like to receive emails and/or text messages   YES ______     NO ______
In case of EMERGENCY please call ______________________

Pets Name ___________________________     Approx. Date of Birth _____________________________
( ) Dog   ( ) Cat   ( ) Other ________________    Sex  ( ) Female  ( ) Intact  ( ) Spayed
Breed _______________________________            ( ) Male      ( ) Intact  ( ) Castrated
Color ________________________________
Reason for today’s visit: _________________________________________________________________
Previous Veterinarian(s) where records can be obtained if necessary _____________________________
Has your pet been treated for ANY illness in the past year?  ( ) Yes    ( ) No
	Specify Problem(s) , current medications and dosage ___________________________________
_____________________________________________________________________________________
Does your pet have any behavior problems we should be aware of? ______________________________
_____________________________________________________________________________________

How did you hear of us?   ( ) Yellow Pages  ( ) Facebook  ( ) Google ( ) Other _______________________
Individual we may thank? _______________________________________________________________
Please list the names and types of any other animals that you own ______________________________
____________________________________________________________________________________

I assume responsibility for all charges incurred in the care of this animal. I also understand that these charges will be paid at the time of release and that a deposit may be required for surgical treatment. 
Owner/Responsible Party ________________________________________  Date __________________
