
PATIENT AND CLIENT 
INFORMATION SHEET 

 
Thank you for giving Animal Medical Center the opportunity to care for your pet.  So that we may become 
better acquainted, please complete the following: 
 
DATE_______________ 
 
 
OWNER(S)_____________________________________SPOUSE'S______________________________________ 
                       Last                                First                                                     Last                                        First        

ADDRESS_____________________________________________________________________________________                                                                                                                         
                       Street and/or PO Box                              City                                  State                       Zip                        

HOME PHONE_________________ CELL PHONE __________________ SPOUSE’S CELL _______________ 

E-MAIL ADDRESS _______________________________________  

PLACE OF EMPLOYMENT______________________________________ WORK PHONE  _______________ 

ADDRESS_____________________________________________________________________________________ 
                                                                                                City                                                      State 
SPOUSE'S PLACE OF EMPLOYMENT___________________________________________________________ 
                                                             
ADDRESS_____________________________________________________________________________________                                                                                                                                                                                                              
        City                      State  
 
YOUR PET'S INFORMATION 
 
  Pet #1          Pet #2   Pet #3  
Name ____________________________________________________________________ 

Dog/Cat/Other ____________________________________________________________________ 

Breed ____________________________________________________________________ 

Color ____________________________________________________________________ 

Age(months/years) ____________________________________________________________________ 

Date of birth ____________________________________________________________________ 

Sex ____________________________________________________________________ 

Altered or spayed (Y/N) ____________________________________________________________________ 

 
Has your pet received vaccinations at any other veterinary hospital within the last year? ___________ 
If so, please give us the name of the hospital. 
 
HOSPITAL NAME: ____________________________________________________________________________ 
 
CITY/STATE: ______________________________ PHONE : __________________________________________ 
 
WHAT SERVICES WERE PERFORMED? ________________________________________________________ 
  
HOW DID YOU FIND OUR PRACTICE?    
 
Yellow Pages ____  Sign  ____  Website____  Referral ____  Whom may we thank? _______________________ 


