
 
 

WELCOME TO OUR CLINIC 

 

TELL US ABOUT YOUR PETS: 

 
 

SIGNATURE: _______________________________________________ DATE: __________________________ 

OWNERS NAME: _________________________________ SPOUSE/OTHER: ________________________ 

ADDRESS: ________________________________________________________________________________ 

CITY: ____________________________________ STATE: _________________ ZIP: ___________________ 

EMAIL: ____________________________________________________________________________________ 

PRIMARY PHONE: ___________________ SECONDARY  PHONE(specify): _______________________ 

EMPLOYER: _________________________________ WORK PHONE: ______________________________ 

SPOUSE/OTHER EMPLOYER: ______________________________________________________________ 

DO YOU HAVE PET INSURANCE? YES/ NO  IF YES, PROVIDER:______________________________ 

HOW DID YOU FIRST HEAR ABOUT US? ____________________________________________________ 

PET NO. 1 
NAME: _________________________________________ 
BIRTHDAY: _____________________________________ 
BREED: ________________________________________ 
COLOR: ________________________________________ 
SEX: _____________________ NEUTERED?   YES / NO 
LAST VET VISIT: ________________________________ 

Have you noticed any of the following with this pet?  
(circle all that apply) 

Bleeding gums                                  Coughing 

Gagging                                              Diarrhea 

Limping                                               Scooting 

Vomiting                                             Sneezing 

Lack of appetite                               Shaking of head 

Scratching                                         Increased thirst 

Weakness                                           Depression 

Behavior change                              Excessive licking 

Other:_____________________________________________ 

PET NO. 2 
NAME: _________________________________________ 
BIRTHDAY: _____________________________________ 
BREED: ________________________________________ 
COLOR: ________________________________________ 
SEX: _____________________ NEUTERED?   YES / NO 
LAST VET VISIT: ________________________________ 

Have you noticed any of the following with this pet?  
(circle all that apply) 

Bleeding gums                                  Coughing 

Gagging                                              Diarrhea 

Limping                                               Scooting 

Vomiting                                             Sneezing 

Lack of appetite                               Shaking of head 

Scratching                                         Increased thirst 

Weakness                                           Depression 

Behavior change                              Excessive licking 

Other:_____________________________________________ 


