
 

                Springtown Veterinary Hospital 
 
NEW CLIENT FORM 
Thank you for giving us the opportunity to care for your pet(s).  
So that we may become better acquainted, please complete the following: 
 
CLIENT INFORMATION                                                                                                              Date ____________________ 

Name _____________________________________   Spouse’s Name________________________________ 

Address _________________________________________________________________________________    

City ___________________________________  State __________________   Zip  __________________ 

Cell Phone ______________________Home Phone ____________________Work Phone ________________  

Place Of Employment ____________________________ Spouse’s Phone _____________________________ 

Best Time To Reach You _________________________ 

E-Mail Address (for pet portal account) _________________________________________________________ 

How did you become aware of our clinic?     Drove by     Yellow Pages     Internet     Other ________ 

     Personal Recommendation (Whom may we thank?) ___________________________________________ 

Do you have Veterinary Pet Insurance?         Yes       No 

I AUTHORIZE SPRINGTOWN VETERINARY HOSPITAL TO RELEASE AND OR RECEIVE MY PET(S) MEDICAL HISTORY TO AND 

FROM ANY CURRENT OR FUTUREVETERINARIANS AND THEIR STAFF ________________________________DATE_________ 
                                                                                                           (PLEASE SIGN ABOVE) 
 

  PLEASE FILL OUT ALL INFORMATION ABOUT YOUR PET(S) BELOW 
ID # 

(hospital 
use 

only) 

Cat Dog Other Pet’s Name Date of 
Birth 

Sex
 

Check if 
Spayed/ 
Neutered 

Breed / Color

                   

         

         

         

         

         

         

  
 
Any previous serious illnesses or surgeries?    

Any allergies to vaccinations or medications?     

Any special diets or medications?     

 


