
NEW CLIENT FORM 
 
 

Name:_______________________________       __________________      __________________ 
                                                                                                                                Social Security Number                       (AREA) HOME PHONE NUMBER 
 

Address:_______________________________________________________________________ 
                   City                                                 State                                       Zip-Code 

 

__________________________________________      Work Phone:_______________________ 
 OCCUPATION                                                                                                                           (Area) 
 

_______________________________________________________________________________ 
EMPLOYER                                                                                                                City                                  State                   Zip 
 
Spouse’s Name:_____________________________________       __________________ 
                                        Last                                           First                                   Middle                                     Social Security Number 
     

__________________________________________      Work Phone:_______________________ 
SPOUSE’S OCCUPATION                                                                                                                                                (Area) 
 

_______________________________________________________________________________ 
SPOUSE’S EMPLOYER                                                                                                  City                                                             State                          Zip 

Emergency Numbers 
 

Name:______________________________   __________________  Phone:________________          
                                    Last                                           First                                  RELATION                                              (Area) 

 

Name:______________________________   __________________  Phone:_________________                   
                                     Last                                          First                                   RELATION                                             (Area) 
 

REFERRED BY:_________________________________________________________________________ 
 

Name of your previous Veterinarian: ________________________________________________________ 
 

Name of Hospital:_______________________________________________________________________ 
                                                                                                                                                                 City                                 State 

 

PET INFORMATION 
 

Name:_________________________________                Age or  Date of Birth:  ____________________ 
 
 

Breed:___________________________________                                        Sex: ____________________      
                                                                                                                                                                                        Male / Female - Spayed / Neutered 
 

Species:_________________________________         Age when Spayed / Neutered:______________________ 
                           Dog / Cat / Other 
 

Description:_____________________________________________________________________________        
                                              Color, Markings, ID Numbers, etc.… 

 

Vaccination History:  
 
  

Rabies: _________________       Distemper:_________________  Bordetella or Feline Leukemia:_______________ 
             Month, Day, Year                                     Month, Day, Year                                                                              Month, Day, Year  

 
Date of last Heartworm test (dogs only):__________________________   Date of last Feline Leukemia test (cats only):______________________ 
                                                                   Month, Day, Year                                                                        Month, Day, Year 

 

PAYMENT IS DUE WHEN SERVICES ARE RENDERED  
PLEASE SELECT METHOD OF PAYMENT:    CASH,   CHECK,   MASTERCARD   OR   VISA 

 

Signature:_________________________________________                           Date:___________________ 
v.2.1/5-99 


