
NEW PATIENT INFORMATION 
Thank you for giving our hospital the opportunity to care for your pet.  So that we may become better acquainted , 
please complete the following: 
 
How did you hear about us?           Yellow pages          Gay Yellow page             Internet         Hospital Sign 

                                                        Veterinary Practice:_________________________________________________ 

                                                        Personal Recommendation (whom may we thank):________________________ 
 
 
 
 
 
 
 
 
 
 

 
 
 

 
 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Payment Policy 
FULL PAYMENT IS EXPECTED UPON RENDERING OF SERVICES.  Deposits are required on major 
medical/surgical cases, trauma cases, and emergency work where hospitalization is required.  We DO NOT carry 
open accounts, but we do accept the following: CASH, CHECK*, VISA, MASTER CARD, DISCOVER, and 
AMERICAN EXPRESS.   *A $25.00 CHARGE WILL BE ASSESSED FOR ALL RETURNED CHECKS. 
 
SIGNATURE OF OWNER OR AUTHORIZED REPRESENTATIVE: 
 
 
X________________________________________________________     Date:___________________________ 

Client Information
Owner:      Co-Owner/Spouse: 

Address: 

City:     State:  Zip:  County: 

Home Phone:                Alternative/Cell Phone: 

Driver’s License Number:                 Date of Birth: 

Spouse’s Place of Employment:                                         Business Phone: 

Place of Employment:                     Business Phone: 

E-Mail Address: 

Other family members/friends who participate in care: 

Patient Information 

Name: 

Pet Number 1 Pet Number 2 Pet Number 3 Pet Number 4 

 

 

  

    Species:(Canine/Feline) 

Breed: 

Gender: (Male/Female) 

Date of Birth: 

Spayed/Neutered: 

 

 

  

   

 

  

 

 

  

 

Color:   

 

 

Distinctive Markings:  

 

  

Microchip Number:    

    Last Vaccine Date: 

Last Vaccine Location:     


