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Client Information Sheet
WE WOULD LIKE TO THANK YOU FOR SELECTING US FOR YOUR PET’S HEALTH NEEDS.

OWNERS NAME: ______________________________PHONE #_________________
MAILING ADDRESS: ___________________________________________________
CITY, STATE, ZIP CODE: _________________________________________________
PLACE OF EMPLOYMENT: _______________________________________________
WORK #___________________________CELL#_____________________________
REFERRED BY: _______________________________________________________
EMAIL ADDRESS: _____________________________________________________

WOULD YOU PREFER TO RECEIVE YOUR PET’S REMINDERS VIA EMAIL OR TRADITIONAL MAIL?      PLEASE CHECK ONE:       EMAIL_____           TRADITIONAL MAIL_____
 Payment due when services are rendered

Method of payment:  CASH_____       CHECK_____       CREDIT CARD_____     
1) PET’S NAME: ___________________________________________________

SPECIES:
DOG

CAT

OTHER______________________

BREED: __________________________________________________ _____

SEX:  

MALE 

NEUTERED?
YES

NO                                                                                     
FEMALE 
SPAYED?
YES

NO
DATE OF BIRTH: ____________________     COLOR: ____________________
2) PET’S NAME: _______________________________________ 

SPECIES:
DOG

CAT

OTHER ______________________

BREED: _______________________________________________________

SEX: 

MALE 

NEUTERED?
YES

NO

FEMALE
SPAYED?
YES

NO

DATE OF BIRTH: ____________________     COLOR: ____________________      






