
CLIENT INFORMATION Home Phone:

Owner: Co-Owner:

Address: City: State: Zip:

Email: Cell Phone:

S.S. #: Driver's Lic #: Date of Birth:

Employer: Phone:

Co-Owner's Employer: Phone:

PATIENT INFORMATION

Non-breeder individual Kennel Breeder Pet Shop
Friend Stray Humane Society Pet Refuge

Signature of Owner Date Signature of Co-Owner Date

Work Phone:

PET ORIGIN:

We consider our pet(s) to be: Our "Child" Family Member Backyard Pet

I understand that professional fees are due at the time services are rendered. If I should ever incur any indebtedness for this or 
any other animal, I hereby agree that all indebtedness will be paid within 30 days. All accounts carrying a balance will incur 
11/2% interest per month on the balance, with a minimum service charge of $4.00 per month. I understand that failure to pay 
any indebtedness will result in my account being turned over for collection, and I will be responsible for any and all legal or 
other fees necessary for the collection of this account. I have read the above statement carefully, and I certify that the 
information I have given is correct.

We will gladly prepare a written estimate if you desire. Please ask the receptionist, technician, or doctor.

Your Dog's Medical History

Your Cat's Medical History

Fecal (Stool Test)

Feline Immunodeficiency Virus (FIV)

Rabies ( 1 or 3 year)
Distemper-Respiratory

Who may we thank for referring you to us?

Rabies ( 1 or 3 year)
Distemper-Parvo-Corona

Bordetella
Lyme

Or were you referred by:

Breed
Date of Birth

Color
Sex; Spay or Neutered?

Fecal (Stool Test)
Heartworm Test / Preventative

Infectious Peritonitis (FIP)

Leukemia

         Another doctor?          Our Sign?           Location?             Yellow Pages?

PET #1 PET #2 PET #3
Name

Microchip?

Kathleen Puerling, DVM       4401 E US 12       Michigan City, IN  46360      Phone  (219) 872-0661

Welcome!
Thank you for giving us the opportunity to care for your pet(s).

So that we may become better acquainted, please complete the following.
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