
New Client Information
Thank you for trusting Associates Animal Hospital with the care of your pet. Please fill out this form in it's 

entirety and return to us prior to your scheduled visit. We look forward to meeting you!

Name

First Name Last Name

Address

Street Address

Street Address Line 2

City State / Province

Postal / Zip Code

Email

example@example.com

Phone Number

Please enter a valid phone number.

Pet's Name



Sex

Male, intact
Male, neutered
Female, intact
Female, spayed

Species

Dog
Cat

Breed

Age

Date of birth or approximate age

How long have you had your pet and where did you get them from?

Has your pet been experiencing any of the following:

Coughing
Sneezing
Vomiting
Diarrhea
Inappetitance
Urinary Issues
None

 

If yes, please describe:

If your pet has been to a veterinarian previously, please list their name and phone number:



Is your pet up to date on vaccines:

Yes

No

Unsure

If your pet has a medical condition, please describe it:

Please list any medications your pet is on including flea/ tick and heartworm preventatives: 

Current diet and quantity being fed:

Additional information you wish to provide:
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