
 

 Welcome To Our Practice 
We appreciate the opportunity to help you care for your pet.  It is a responsibility that we take very 
seriously.  In order for us to help you more accordingly, please complete all fields as they apply to 
you or your pet. 
 
Client Information (* indicates required information) 
          Date_____________ 
*Owner_________________________ *DOB_____/_____/______ *SS#_______ -______ - _______ 

Spouse__________________________ DOB_____/_____/______ SS#_______ - ______ - _______ 

*Address__________________________________ City/State/Zip_____________________________  

*Phone: Home_______________________________ Cell____________________________________ 

*Place of Employment_______________________________ Work Phone________________________ 

Spouse’s Place of Employment________________________ Work Phone_______________________ 

*Drivers License Number _______________________    *Expiration Date ________________________ 

Email Address_______________________________________________________________________ 

Emergency Contact Name & Number____________________________________________________ 

How did you hear about us?   __ Friend/Neighbor  __ Sign   __ Location   __ Hospital Website __ Groomer  

__ Pet Store   __ Yellow Pages Book   __ Yellow  Pages Website   __ Hospital Website  __ Google                

__ Veterinarian  __ Other, specify ______________________ ___________________________________  

__ Existing Client Referral, who should we thank? _____________________________________________ 

Patient Information 
       
Pet#1        Pet#2 

Name______________________________   Name____________________________ 

Species_____________________________   Species___________________________ 

Breed______________________________   Breed____________________________ 

Sex:      Male / Neuter      Female / Spay                                        Sex:      Male / Neuter      Female / Spay 

Color______________________________   Color_____________________________ 

Markings___________________________   Markings_________________________ 

Birth date__________________________   Birth date_________________________ 

 

PLEASE NOTE THE ONLY PAYMENTS WE ACCEPT VISA/MC/DISCOVER, CARE CREDIT, AND 

CASH.  WE NO LONGER ACCEPT CHECKS. PAYMENT IS DUE AT TIME SERVICES ARE 

RENDERED. YOUR SIGNATURE BELOW STATES THAT YOU ACCEPT THESE TERMS.  

 

Signature________________________________________ 


