
        

CLIENT INFORMATION 
 

Thank you for giving us the opportunity to care for your pet.  We will be happy to answer any questions you may have 
about your pet’s health.  To ensure the best care possible, please take time to fill out this form completely.  Thank you! 

 
Owner’s Name (Must be 18 years or older): _________________________________________________  

Spouse/Co-Owner Name: _______________________________________________________________ 

Address: ________________________________ City/State: ____________________ Zip:  ___________ 

County: __________________ Home Phone: _________________ Work Phone: ___________________  

Cell Phone: _________________________ Email Address: ____________________________________ 

Preferred Method of Communication:   Phone Call _____   Text Message _____   Email _____ 

Spouse Work Phone: ____________________ Spouse Cell Phone:______________________________  

Employer: _____________________________ Spouse Employer: _______________________________ 

In Case of Emergency: ____________________________________ Phone # _____________________ 

Please list all individuals authorized to make decisions about your pet’s care: ______________________ 

________________________________________________________________________________ 

How did you hear of us?  Hospital Sign     Website     Community Event   Other _____________________ 

                                          Referral? Whom may we thank? ____________________________________  

******************************************************************************************************************* 

PET INFORMATION 

Name: ______________________________________________________________________________ 

Species (Dog, Cat, Etc.) _____________________ Breed: _____________________________________  

Sex:  ________________________________  Spayed or Neutered:  _____________________________ 

Date of Birth (or Age):  ___________________Color: _________________________________________ 

Where were previous vaccines obtained? ___________________________________________________ 

Current Medications ___________________________________________________________________ 

Do you give us a permission to use your pet’s photo for social media and marketing purposes? Yes / No 

Reason for today’s visit? ________________________________________________________________ 

***********************************************************************************************************************

Method of Payment Today:  Cash ____________ Check _____________ Credit Card _______________ 

Owner’s Date of Birth: ________________ (For credit bureau reporting purposes) 
 
I understand every effort will be made to achieve a successful outcome, and that all possible safety measures will be 
taken with the care and the handling of my pet(s) while they are in the hospital.  I hereby authorize the Doctors and staff to 
provide any care necessary for my pet(s) listed. Furthermore, I agree to pay for services rendered in full, at the time my 
pet is discharged from the hospital, and I agree to leave a deposit, if needed. 
 
 

Signature: _________________________________________________ Date: ____________________ 

GINGER STELL, DVM 
SUZANNE ALTON, DVM 

CINDY MUSE, DVM 
KAREN HEFFERNAN, DVM 

EMILY KING, DVM 
JESSICA BRILEY, DVM 

  


