
 

KIRBY ANIMAL HOSPITAL NEW CLIENT INFORMATION SHEET 
 

Date: _________________________      Staff Initials ________ 

 

Client/Owner’s Name ____________________________________________(Spouse) _______________ 

 

Adddress ___________________________________________________________________________ 

 

City ____________________________________ State __________________ Zip ________________ 

 

Phone: Home____________________ Work: ______________________ Cell: _____________________ 

 

Email address:________________________________________________________________________ 

 

Drivers Lic#: __________________________  Drivers Lic# (Spouse):  ___________________________ 

 

Referred By: __________________________  OR  How did you hear about us? _____________________ 

 

Canine/Feline  Exotic (_______________)   Sex M/F       Pet/PatientName_______________ 

 

Breed________________________Age_______Birthday___________Color_______________________ 

 

Spay/neuter?  YES/NO          Vaccinations current?  YES/NO                      Heartworm Prev?  YES/NO 

 

Method of Payment:   Cash/Check/Credit Card/CareCredit 

 

Reason For Visit (check all that apply and circle where appropriate) 

 

 Routine visit:     Vaccinations      Heartworm Ck       Bath/Dip         Check: Skin/Ears/Lump/Extremities 
 

 Emergency Reason___________________________________________________________ 
 

 Boarding:   Vaccinations Current YES/NO             Owner has veterinary proof of Vaccinations YES/NO 
 

 Pain       Where? _____________________________________ How Long? ____________ 
 

 Swelling    Where? __________________________________________________________ 
 

 Bleeding   Where?____________________________________ How Much? _____________     
 

 Broken Bone(s)   Where? __________________________________________________________ 

 

 On Medication    What? ___________________________________________________________ 
 

  X-Rays Available             Owner bringing Records  
 

Other Information: ____________________________________________________________________ 

 

 

ALL FEES MUST BE PAID IN FULL AT TIME OF VISIT OR  
UPON DISMISSAL FROM THE HOSPITAL.  THANK YOU. 


