
 New Patient Form 
 

CLIENT INFORMATION 

Client Name: ________________________________________________________________________________ 

Phone Number: ________________________2nd Phone Number: __________________________________ 

Email: _______________________________________________________________________________________ 

 
PATIENT INFORMATION 

Pet Name: ____________________________________________________ Species:      CANINE        FELINE 

Date of Birth or Age: _______________________ Breed: ___________________________________________ 

Spayed/Neutered:     YES       NO      Color(s): __________________________________________________ 

 
MEDICATIONS (PLEASE INCLUDE FLEA/TICK/HEARTWORM MEDICATION): 

Name: ___________________________________________ Reason: __________________________________ 

Frequency: ______________________________________ Date and Time Last Given: _________________ 

Name: ___________________________________________ Reason: __________________________________ 

Frequency: ______________________________________ Date and Time Last Given: _________________ 

Name: ___________________________________________ Reason: __________________________________ 

Frequency: ______________________________________ Date and Time Last Given: _________________ 

***PLEASE LIST ALL MEDICATIONS.  USE BACK OF SHEET IF NEEDED*** 

 
Diet (Brand/Type): ___________________________________________________________________________ 

Feeding Schedule: ___________________________________________________________________________ 

 

Family Veterinarian: __________________________________ Phone Number: _______________________ 

Reason for today’s visit: ______________________________________________________________________ 

 
Please describe any symptoms your pet is currently having and the duration of these symptoms: 

_____________________________________________________________________________________________

_____________________________________________________________________________________________

Please list pertinent medical history including vaccine reactions and/or any previous surgeries: 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

Allergies to food or medication?  YES   NO   If yes, please describe: 

_____________________________________________________________________________________________

_____________________________________________________________________________________________ 


