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Cabrillo Veterinary Hospital

Certified by the American Animal Hospital Association



                  
         




         Avi #  ________

New Client Form





Thank you for the opportunity to care for your pet.  




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

________________________________________
_____________________________

_______

 Client’s Last Name





 Client’s First name



Initial
________________________________________________
___________________________________

_________

Spouse’s Last Name





 Spouse’s First name



Initial




______________________________________________________________________________




Children’s First Names

__________________________________________________
____________________________
    _________
 ________

Mailing Address





City



    State

     Zip

__(               )                                                                             
  (                  )                                                                             


Home Phone





Work Phone

 __( _______)_____________________________________
__(_________)_____________________________________

Cell phone






Spouse’s Phone

__________________________________________________
____________________________________________________

Employer






Job Description/ Title

_____________________________________________

________________

_____________________

Driver’s License number




State



Expiration (month/ year)

E-mail address       _________________________________________________

How did you hear about our hospital/ care center
Website   _____        Hospital sign  ______    Yellow pages _____      Internet  ___
Personal Recommendation – who may we thank? ___________________________________

All fees are due and payable at the time of patient’s release or at time services are rendered.  I am responsible for these services and will make payment in full.
Signed: _____________________________________________________________________ Date ________________________
New Patient Form
Please complete the following information about your pet (s) as completely as possible:






Pet 1



Pet 2



Pet 3

Name

______________________

____________________       
___________________

Species (Canine,       ______________________

____________________
___________________

Feline etc..)

Breed

______________________

____________________
___________________

Color

______________________

____________________
___________________

Date of Birth
______________________

____________________
___________________





     Male or Female


      Male or Female

      Male or Female





Neutered - Spayed – NO
         Neutered - Spayed  – No           Neutered – Spayed – No

Diet ( food type)   ______________________

____________________
___________________

Please fill in the most recent dates that your pet (s) received the following:

Veterinarian / Hospital where given: ___________________________________________________

DOG VACCINES

Distemper/ Parvo   (DHPP)   ___________

__________________

____________

Corona


      ____________

_________________ 


_____________

Bordetella


      ____________

_________________


_____________

Rabies (RV) 1 yr / 3yr
      ____________

_________________


_____________

CAT VACCINES

Distemper (FVRC-P
   _____________

_________________


_____________

Leukemia (Felv)

   _____________

__________________

_____________

Rabies (RV) 1yr / 3yr
   _____________

__________________

_____________
Microchip #

   _____________

 _________________


_____________
Fecal /internal parasite
  _____________

__________________

_____________

Heartworm test

  _____________

__________________

_____________

Felv/ FIV test

 ______________

__________________

_____________
Dental Cleaning

 ______________

__________________

_____________

