
Welcome 
To 

Animal Medical Center of Holly Springs! 
 

New Client Information 
 
Thank you for the opportunity to care for your pet.  So that we may become better acquainted and better 
serve you, please complete the following information. 
 
Name:         Spouse’s Name:       
         (Domestic Partner or Roommate) 
 
Address:       City:     State:    Zip:    
 
Home Phone:       Cell Phone:          
 
Place of Employment:      Wk Phone:    Spouse’s Wk #:    
 
Email Address:              
 
SSN#:        Driver’s License #:       
  Required if payment by check     Required if payment by check 
 
How did you hear about us:   Yellow Pages        Drove By/Sign        Internet        Newspaper 
  

 Referral—Whom may we thank?          
 

I acknowledge that I am the owner or acting upon direct request of the owner of the pet(s) brought into this facility.  I accept all 
financial responsibility for any and all care rendered while at this facility and understand that payment is due in full at the time that 
services are rendered. 
 
Signature:       Date:         
 

 
 

Patient Information  
 

Pet’s Name:       Male  Female      Spayed/Neutered?  Yes  No 
 

 Dog   Cat  Other Breed:       Color:      
 
My pet is:   A member of the family    A child’s pet           Back Yard Pet   
 
Date of Birth:     Name of Diet Fed to Pet:        
 
Previous Illnesses or surgeries:            
 
Allergies to vaccines or medicines:           
 
Current Medications (prescription, heartworm prevention, flea/tick prevention):      
 
When did your pet last receive vaccines?     Where?      
 
Has your pet been exhibiting any of the following? 
Yes No       Yes No 
 

  Vomiting      House Soiling Problems 
  Diarrhea/Loose Stools     Unusual Moodiness/Aggression 
  Scratching, Hair Loss     Weight Gain or Loss 
  Thirsty       Exercise Intolerance  
  Loss of Appetite      Seizures 
  Unusual Hunger     Behavior Problems 
  Limping     Other:       

     


