
New Patient Form 

Patient Name: __________________________________________________   

 Canine                                          Feline 

Breed _________________________________________________________ 
 
Sex:  

          Female                                          Male 

         Spayed?   Yes    No                    Neutered?  Yes   No 
 
Date of Birth (or approx age): ______________________________________ 

Color: ________________________     Weight:________________________ 

Additional Information: 

 
How long have you had this pet?_______________________ 
 
In which areas of the country/world has this pet lived? ______ 
__________________________________________________ 
 
Allergies to medications/vaccinations:___________________ 
__________________________________________________ 
 
 

 
Does this pet live indoors or outdoors?________________________ 
 
Previous injury/illness:____________________________________ 
______________________________________________________ 
 
Is your pet on any medications or special diets?__________________ 
______________________________________________________ 

 

 


