Columbia Animal Clinic, P.C.

Thank you for giving us the opportunity to care for your pet(s).  So that we may become better acquainted, please complete the following:

CLIENT INFORMATION



Date:_________________________________

Name_______________________________  Partner/Spouse’s Name_________________________________________________

Address ___________________________________  City________________________  State_____ Zip_____________________

Phone ___________________  Work Phone_____________________ Partner/Spouse’s Work Phone________________________

Cellular phone ______________________Best number to confirm appointment_____________________________________

Place of Employment________________________________ *Driver’s License #__________________________ 

*Date of Birth ________________    E-Mail Address____________________________________         

 *Required by the State of Michigan for certain medications
All Fees Are Due At the Time Services Are Rendered

· Please indicate choice of payment:      ( Cash / Check       ( Visa     ( MasterCard     ( Discover Card   ( Care Credit

How did you become aware of our clinic? ( Drove by      ( Yellow Pages    ( Previous Client   (  Website   ( Other


( Personal Recommendation (Whom may we thank?)_______________________________

PATIENT INFORMATION

	 
	Pet 1
	Pet 2
	Pet 3
	Pet 4

	NAME
	 
	 
	 
	 

	BREED
	 
	 
	 
	 

	DATE OF BIRTH
	 
	 
	 
	 

	COLOR
	 
	 
	 
	 

	SEX; SPAYED OR NEUTERED?
	 
	 
	 
	 

	 
	 
	 
	 
	 

	Your DOG’S Vaccination History:
	 
	 
	 
	 

	RABIES
	 
	 
	 
	 

	                    DA2PPL(Canine Distemper)
	 
	 
	 
	 

	BORDETELLA (Kennel Cough)
	 
	 
	 
	 

	FECAL (Stool Sample)
	 
	 
	 
	 

	HEARTWORM TEST/PREVENTION?
	 
	 
	 
	 

	 
	 
	 
	 
	 

	Your CAT’S Vaccination History:
	 
	 
	 
	 

	RABIES
	 
	 
	 
	 

	                        FVRCP(Feline Distemper)
	 
	 
	 
	 

	LEUKEMIA TEST
	 
	 
	 
	 

	LEUKEMIA VACCINE
	 
	 
	 
	 

	FECAL (Stool Sample)
	 
	 
	 
	 


Any previous serious illnesses or surgeries?________________________________________________________________________

I understand there is a finance charge of 5% APR incurred monthly on any unpaid balance, and balances on routine care or medications are not allowed.

Signed__________________________________ 
Date:_____________________       Office Use:  ID Checked   (     









