
 
 

 

NEW CLIENT INFORMATION FORM 
 

Owner's Name-                                                Co-owner/Spouse- 
                                         

Mailing Address-        Home Phone(s)- 
         

Address-                                                 Cell Phone(s)- 
 

City/Zip-        Employer Phone(s)- 
 

Drivers License Number-     Date of Birth (Owner)-  
 

E-mail address-       Social Security Number-   
 

Whom May We Thank For Referring You To Us? __________________________________   
 
PATIENT INFORMATION 
 

Name-        Age or Birthdate-              Color- 
     
Breed-    Sex-   M    F         Neutered/Spayed   Microchipped? 
        (circle one)       (circle one)         (yes or no) 
 

Do you have pet insurance? _____ If yes, with what company?________________________ 
 
Please list the date(s) of your pet’s last vaccinations below.  
 

Cat Vaccines     Dog Vaccines 
 

Distemper combo vaccine-   Distemper/Parvo combo vaccine- 
 

Leukemia vaccine-     Rabies- 
 

Rabies vaccine-     Heartworm Check- 
 

Any other vaccine(s)- 
 
Professional fees are to be paid at the time services are rendered. 
 
Signature____________________________________________   Date_________________ 
  
Thank you very much!  Welcome to the Animal Hospital of Cloverdale.  Our purpose is 
to take the best possible care of your pets and serve you to the best of our abilities! 


