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NEW CLIENT FORM 
 

Owner’s Name: __________________________ Spouse Name: _____________________________ 

Phone Number: __________________________ Cell Phone: ________________________________  

Work Phone: ____________________________ Email: ____________________________________ 

Street Address: _______________________________________________________________________  

City: ________________________  ST: _______  Zip: ____________  County: ___________________  

Emergency Contact:  ______________________   Number: __________________________________ 

 

How were you Referred:       Phone Book          Advertisement                Facebook 

 

                      Internet: ________________________   Friend: ____________________ 

 

Pet Information: 
**Please present current vaccination records to the front office staff upon initial visit.  For your convenience you 

may have your previous hospital fax your records to (404) 252-7401.   

 

Pet : 

 

Species (Circle one):   Dog        Cat       Bird       Other:  ______________________________________ 

Name:  ____________________ Breed:  ____________________ Color:  _________________ 

Sex (Circle one):     Male      Female Birthday (mm/dd/yyyy):  ______________   

Weight:  __________________  Spayed/Neutered (Circle one):  Yes    No 

Previous Animal Hospital:  _____________________________________________________________ 

 

*PAYMENT IS REQUIRED WHEN SERVICES ARE PERFORMED* 

 
While your pet is with us, he/she will receive the best of care and supervision.  Incidents do arise on occasion that require 

treatment of unexpected problems.  Should a problem occur, we need permission to treat you pet.  We will make every 

attempt to contact you (or emergency contact) about any incident.   

 

Signature:  _____________________________________________ Date:  _______________________________ 

Office Use 

 

Patient #:  ________ 


