DEL LAGO VETERINARY HOSPITAL 

                                                                                      New Client / Patient Form                                CLIENT #___________________

Thank you for giving us the opportunity to care for your pet.  Please help us to meet your needs better by taking a moment to complete this information sheet.  

Date _________________           e-mail address________________________________________________________________

Owner Name (Last) ___________________________________________________ First _____________________________________________

Spouse / Other (Last) _________________________________________________ First ______________________________________________

Street Address ____________________________________________________Apt #___________City _________________Zip Code_________ 

Home Telephone (______)________________________________________ Work Telephone (______)__________________________________

Employer Name and Address_____________________________________________________________________________________________

Spouse / Other Employer and Work Telephone_______________________________________________________________________________


                     We will gladly prepare a written estimate if you desire.  “Please ask a receptionist or doctor.”


                         Professional Fees Are Due At The Time Services Are Rendered.

                                                                              Financially Responsible Party 

                                                    We require all the information to be completed in order to treat your pet(s)

Name and Relationship ______________________________ Social Security #______-______-______ Phone # (          )____________________

This information is accurate and true to the best of my knowledge. I understand that I am responsible to pay for services rendered, including

reasonable attorney’s fees and costs of collection in the event of default.

I also understand that no trained personnel are on the premises outside the regular office hours.

Signature_______________________________________________________   Date_____________________________________________

How did you hear about our office?_____________________________________________(Friend, Neighbor, Location, Phone Book, Etc.)

In case of EMERGENCY, please call _______________________________at telephone  number (​______)___________________________

                                                                                (Please list a person who is not living with you)

ANIMAL MEDICAL HISTORY (Please complete for each pet)

	PET DESCRIPTION
	PET 1
	PET 2
	PET 3

	NAME
	
	
	

	BREED
	
	
	

	BIRTH DATE
	
	
	

	     MALE / Male NEUTERED

FEMALE / Female SPAYED
	
	
	

	COLOR
	
	
	


CANINE VACCINATIONS (DATE)

	DISTEMPER/PARVO
	
	
	

	RABIES
	
	
	

	BORDATELLA
	
	
	


FELINE VACCINATIONS (DATE)

	DISTEMPER (FCVR)
	
	
	

	LEUKEMIA (FELV)
	
	
	

	RABIES
	
	
	


DIAGNOSTIC TESTS (DATE)

	HEARTWORM (K9)
	
	
	

	LEUKEMIA (FELINE)
	
	
	


ADDITIONAL INFORMATION

	PRIOR ILLNESS/SURGERY
	
	
	

	DIET
	
	
	

	CURRENT MEDICATION
	
	
	


