Client #

Pet Hospital of North Park

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

CLIENT INFORMATION

Name Spouse/Partner Name
First Last
Address City State Zip
Home Phone#( ) Work Phone#( )
Cellular / Pager #( ) Spouse Work #( )
Email Address Best time to reach you am/pm.
Employer_________ Have you been here before?
1‘ ALL FEES ARE DUE AT THE TIME SERVICES ARE RENDERED ﬁ
Please indicate choice of payment: o Cash o Credit Card
*WE DO NOT ACCEPT PERSONAL CHECKS*
PATIENT INFORMATION
SEX ALTERED?
DOG | CAT PET’s NAME BREED / COLOR DOB/AGE M/ F (s;:(aEys/r}e;Ber)

YOUR DOG’s MEDICAL HISTORY YOUR CAT’s MEDICAL HISTORY

VACCINE DATE GIVEN VACCINE DATE GIVEN
Rabies __________________ Rabies ___________________
Bordetella ___________________ FVRCP+C  ____ _ _
DHLPPC  ___ _ FELVY ___
Lymes ______________ Fecal ______________ FlP_____ Fecal ________________

Any previous serious illnesses or surgeries?

Any allergies to vaccines or medications?

Is your pet on any special diets or medications?

Does your pet have a microchip? o Yes o No If yes, #
How did you become aware of our Hospital? o YELLOW PAGES o SIGN o PREVIOUS CLIENT
o OTHER o PERSONAL REFERRAL (Whom may we thank)

| understand | am financially responsible for all charges incurred by me. | further agree that in the
event of nonpayment, | will bear the cost of collection and/or court cost and reasonable legal fees
should action be required. | agree that a photocopy of this authorization shall be valid as

the original.
OWNER’'s SIGNATURE DATE

(must be 18 years old)



