
Home Phone ________________________________ Cell Phone __________________________________
First Name __________________________________ Email Address _______________________________
Last Name __________________________________ Employer ___________________________________
Spouse's Name ______________________________ Business Phone ____________________ Ext ______
Address ____________________________________ Spouse's Employer ___________________________
City ________________________________________ Spouse's Business Phone ____________ Ext ______
State/Zip ___________________________________

Pet #1 Pet #2
Name ______________________________________ Name ______________________________________
Feline _____  Canine _____  Other _____ Feline _____  Canine _____  Other _____
Male ___  Female ___  Spayed ___  Neutered ___ Male ___  Female ___  Spayed ___  Neutered ___
Color _______________________________________ Color _______________________________________
Breed ______________________________________ Breed ______________________________________
Birthdate ___________________________________ Birthdate ___________________________________
Previous Diagnosis ___________________________ Previous Diagnosis ___________________________
Date of Last: (MM/DD/YY) Date of Last: (MM/DD/YY)

CANINE CANINE
(         /         /        ) DHLPP (Distemper/Parvo) (         /         /        ) DHLPP (Distemper/Parvo)
(         /         /        ) Corona (         /         /        ) Corona
(         /         /        ) Rabies Vaccine 1 year (         /         /        ) Rabies Vaccine 1 year
(         /         /        ) Rabies Vaccine 3 year (         /         /        ) Rabies Vaccine 3 year
(         /         /        ) Bordetella (Kennel Cough vacc.) (         /         /        ) Bordetella (Kennel Cough vacc.)
(         /         /        ) Heartworm Check (         /         /        ) Heartworm Check
(         /         /        ) Fecal/Internal Parasite Check (         /         /        ) Fecal/Internal Parasite Check

FELINE FELINE
(         /         /        ) FVRCP (         /         /        ) FVRCP
(         /         /        ) FeLV (Feline Leukemia vacc.) (         /         /        ) FeLV (Feline Leukemia vacc.)
(         /         /        ) Rabies Vaccine 1 year (         /         /        ) Rabies Vaccine 1 year
(         /         /        ) Rabies Vaccine 3 year (         /         /        ) Rabies Vaccine 3 year
(         /         /        ) Feline Leukemia Test (         /         /        ) Feline Leukemia Test
(         /         /        ) Fecal/Internal Parasite Check (         /         /        ) Fecal/Internal Parasite Check

Professional Referral/Recommendation from: Dr. _________________________________________
Personal Recommendation from: Name ______________________________________

Address ____________________________________
Phone Number ______________________________

PLEASE READ AND SIGN:

MY METHOD OF PAYMENT WILL BE (PLEASE MARK):

Date: _______________________________________ Signature: ___________________________________

How did you choose our Hospital/Boarding facility? (Please choose all applicable)
Yellow Pages ________    You were a Previous Client _______    Sign ________

I understand and agree to the fact that the Smithfield Animal Hospital is to receive payment as services are 
rendered. A deposit is required upon admission to the hospital or upon an extended stay in the boarding kennel 
and the balance paid when services are rendered. 

Cash ______      Check ______    Visa, Mastercard, Discover ______    Care Credit ______
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