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VETERINARY ASSOCIATES P.C

Pine Creek Veterinary Associates, PC

NEW CLIENT/NEW PATIENT INFO FORM Date

Thank You for giving us the opportunity to care for your pet(s).
So that we may become better acquainted, please complete the following:

The following to be completed by persons over the age of 18.

Owner’s Name Spouse’s Name

Mailing Address City State Zip
Apt/PO Box

Primary Phone ( ) - O Cell O Home Contact Name:

Alternate Phone ( ) - O Cell O Home Contact Name:

Work Phone ( ) - Ext

Place of Employment Driver’s License # State

Email Address

*ALL FEES ARE DUE AT THE TIME SERVICES ARE RENDERED*

Please indicate choice of payment. O Cash O Major Credit Cards O Care Credit

How did you become aware of our clinic? O Drove By [ Yellow Pages @O Google O Our Website

O Facebook/Social Media DO Previous Client 0 Other

O Personal Recommendation (Whom may we thank?)

PET #1 PET #2 PET #3 PET #4

Name

Dog or Cat

Breed

Date of Birth/Age

Color

Sex

Spayed or Neutered?

Any previous serious illnesses or surgeries?

Any allergies to vaccinations or medications?

Vaccination History

O See Records Attached O Never Vaccinated O Unknown O Other

Previous Veterinarian
We qureciate the opportunity to treat and care for your pet for the first time. In order to provide your pet with the best
possible care, we may contact your previous veterinarian for your pet’s past medical records.

Previous Veterinarian/Hospital Name

Phone ( ) -




