
 

 

Honey Creek Vet. Hospital 
NEW CLIENT INFORMATION FORM          Date: __________________ 

 
Thank you for selecting Honey Creek Vet. Hospital for your pet’s health care needs. Please help us create an accurate 
record for you and your pet by completing the following information: 
 
Last Name: _________________________________ First Name: ___________________ Spouse: _________________________ 
 
Mailing Address: ___________________________________________________________________________________________ 
 
City, State: ______________________________   Zip Code: _____________ E-mail Address: ____________________________ 
 
Home Phone: (______) -- _________ -- _____________     Cell Phone: (_______) -- _________ -- _____________  
 
 
………………………………………………………………………………………………………………………………………………. 
 
 
A complete file includes the following information. Please provide us with this so that 
We will be able to meet all payment requirements at the time services are rendered. 
 
Driver License Number: State________ #___________________________________________ 
 
Social Security Number: __________   ________   ________________ 
 
Spouse’s License Number: State_________ #________________________________________ 
 
Social Security Number: __________   ________   ________________ 
 
 
………………………………………………………………………………………………………………………………………………. 
 
 
Place of Employment: ____________________________________________________________ 
 
Occupation: ___________________________Work Phone: (________) ________ - __________ 
 
Employer of Spouse: _____________________________________________________________ 
 
Occupation: ___________________________Work Phone: (________) ________ - __________ 
 
………………………………………………………………………………………………………………… 
 
PET INFORMATION 
 
Pet’s Name: _______________________________________________________ Date of birth or Age: ______________________ 
 
Sex: _______ Spayed/Neutered    Species: Dog, Cat, Other___________________        Breed: ___________________________ 

 
Color: _______________   Date of last Vaccinations: ____________________ 
 
………………………………………………………………………………………………………………………………………………. 
 
A referral is the biggest compliment that we can receive. If someone referred you to our 
Hospital, please provide us with their name so that we can thank them. 

 
 

____________________________________________________________________________________________________________ 
 

Professional fees are to be paid at the time services are rendered. We do not carry open accounts 
and hope that these alternatives are convenient to you: cash, check, Mastercard, VISA, American 
Express, and Care Credit.  
 
We can provide you with a written estimate of fees for any case where in-hospital treatment, 
emergency care, surgery or hospitalization occurs. A deposit prior to treatment may be required.  
 
__________________________________     __________________________________    __________________ 
Owner Signature                                                          Printed Name                                                               Date 


