
Animal Clinic

New Patient Information

Pet’s Name ____________________________________________      Date of Birth _____________ 

Species (Cat/Dog) ___________     Breed _____________________      Color __________________ 

Sex (Male/Female) _______________________________      Spayed/Neutered (Yes/No) _________ 

Microchip (Yes/No) ___________   If yes, microchip # ____________________________________

Medical History

Vaccination Reaction (Yes/No) ______ If yes, please describe reaction ________________________

_________________________________________________________________________________

Allergies (Yes/No) ______    If yes, please list allergies ____________________________________

Surgical Procedures (Yes/No) _____   If yes, what surgery ____ _____________________________

Current medications (Yes/No) _____   If yes, please list medications__________________________

Other Pertinent Medical History ___________________________________________________

______________________________________________________________________________

______________________________________________________________________________


