
NEW CLIENT INFORMATION SHEET 
 

 
DATE: ____________________ 
 
OWNER’S NAME:  ___________________________________________________________________ 
                                    LAST                                                        FIRST 
 
ADDRESS:  _________________________________________________________________________ 
                          STREET                                          CITY                              STATE         ZIP 
 
SOCIAL SECURITY NUMBER:  _________________________  HOME PHONE:  __________________ 
 
DRIVER’S LICENSE NUMBER:  _________________________  BUSINESS PHONE:  ______________ 
 
PLACE OF EMPLOYMENT:  ____________________________________________________________ 
 
                                               ____________________________________________________________ 
 
NAME OF PET       BREED       COLOR       NEUTERED/       SEX       DATE OF       DOG/CAT 
                                                                       SPAYED                           BIRTH            OTHER 
1. 
2. 
3. 
4. 
 
HAS YOUR PET BEEN VACCINATED WITHIN THE PAST YEAR?    ______YES      ______NO 
 
WHERE VACCINATED? _______________________________     PHONE _______________________ 
 
PLEASE LIST ANY CURRENT OR ON-GOING MEDICAL PROBLEMS: __________________________ 
 
 
 
 
I UNDERSTAND THAT PROFESSIONAL FEES ARE DUE WHEN RENDERED. 
 
SIGNATURE (OWNER OR AGENT):  _____________________________________________________ 
 
WHOM MAY WE THANK FOR THIS REFERRAL?  __________________________________________ 
 
METHOD OF PAYMENT:        CASH______      CHECK______      CREDIT CARD______ 
 
HAVE YOU EVER HAD YOUR PET’S TEETH CLEANED?   _____ YES   _____ NO 
IF YES, WHEN? _________________________________ 
 
                          DO NOT WRITE BELOW THIS LINE            FOR OFFICE USE ONLY    
 
                CANINE             (DATE)                                                       FELINE         (DATE) 
RABIES            _________________________                RABIES           _____________________ 
DHLPP             _________________________                FVRCP            _____________________ 
CORONA         _________________________                FELEUK           _____________________ 
BORDETELLA _________________________                FIP                   _____________________ 
FECAL              _________________________               FECAL             _____________________ 
HEARTWORM  _________________________               BORDETELLA _____________________ 
LYME                _________________________ 
 
CLINIC WHERE VACCINATED ___________________________   PHONE __________________ 
 



 
 
 
 
 
 


