
NEW CLIENT INFORMATION FORM 

*Required information 

CLIENT INFORMATION 

* NAME: (Primary owner)  ______________________________________________________________________ 

NAME: (Secondary owner, optional) ______________________________________________________________ 

* ADDRESS: __________________________________________________________________________________ 

* CITY: ____________________________________________  *STATE:  _____________  * ZIP: _______________ 

* PHONE NUMBER: ____________________________  * PHONE TYPE: cell ☐ home ☐  work☐ 

*PHONE NUMBER: _____________________________* PHONE TYPE: cell ☐ home ☐  work☐ 

PHONE NUMBER: ______________________________* PHONE TYPE: cell ☐ home ☐  work☐ 

   (SECONDARY OWNER ) 

E-MAIL ADDRESS:  ____________________________________________________________________________ 

 Please provide e-mail if you wish to receive healthcare reminders, updates, special promos and important 

information. 

 

PET INFORMATION 

*PET NAME:  ____________________________*SPECIES:    DOG ☐     CAT ☐ 

*BREED: _________________________________ *GENDER:  MALE  ☐           FEMALE  ☐ 

        NEUTERED  ☐          SPAYED   ☐ 

*DATE OF BIRTH: ________________________________          *COLOR: _________________________________ 

 

PREVIOUS VETERINARY CLINIC: ___________________________________________________________________ 

 Please provide name and phone number so we may contact them for your pet’s medical records. 

 

***You may print out and bring this form with you, e-mail it to info@1960petdocs.com, or fax it to 281-444-1385. 
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