
New Patient/Client Form 

Client Information:

First Name: ___________________________              Last Name:_________________________________

Address:_________________________________________________

City:_______________________________   Province:________       Postal Code:____________________

Phone Number: ___________________________________________

Email Address: ____________________________________________

Pet Information:

Name: _____________________________ Species: _________________________

Sex:      MALE         FEMALE                          Spayed/Neutered?________

Breed:______________________________         Colour:__________________________

Age:______ Birthday:____________________________________________

Regular Veterinary Clinic: __________________________________________________ 

Is your pet up to date on vaccines?              YES                       NO

Current Medications: ___________________________________________________________________

_____________________________________________________________________________________

Health History: (Any allergies? Previous diagnosis? Adverse reaction to anesthesia? etc. 

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________


