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                  WELCOME!
It is our pleasure to welcome you to our practice.  Please take a few minutes to fill out this form as completely as possible.  If you have any questions, we will be happy to help.  We look forward to working with you in maintaining your pet’s health. 
	Client Information:
	 Name:___________________________________________ Spouse:_____________________________
Address:______________________________________________________________________________
City, State & Zip:_______________________________________________________________________
Home Phone:_________________________________ Cell Phone:________________________________________
Work Phone:_____________________________ Spouse Cell:__________________________________
Emergency Contact Name:_________________________________ Phone:_______________________
Email:________________________________________________________________________________

	Pet Information:
	Name of Pet:_________________________________________          Dog {   }   Cat {   }   

Breed:____________________________ DOB:__________________ Color:_______________________
Male {   }   Neutered  {   }    Female  {   }   Spayed  {   }          Declawed  {   }

Where did you obtain this pet? __________________________________________________________
Pet’s Current Medications: ______________________________________________________________

Heartworm Prevention: _______________________________________ When Given: _____________
Flea & Tick Prevention: _______________________________________ When Given: _____________

What kind of food does your pet eat? ___________________________ How Much? ______________

	Pet Symptoms:
	Please check any symptoms your pet may be experiencing:
Behavior Problems             {   }       Lack of Appetite   {   }         Sneezing   
      {   }
Bleeding Gums                   {   }        Limping                 {   }         Excess Thirst or Urination    {   }
Breathing Problems            {   }        Loss of Balance     {   }         Vomiting                                 {   }
Coughing                             {   }        Scooting                 {   }         Weakness                                {   }
Diarrhea                               {   }        Scratching              {   }         Shaking Head                         {   }
Eye Bulging or Bloodshot  {   }        Seems Depressed {   }         Gagging                                   {   }         
Prior Illness/Surgery: ______________________________________________________________
Chronic Medical Problems: _________________________________________________________
Other: ___________________________________________________________________________

	To Help Serve You Better:
	Does your pet have previous vaccination/health records at a prior clinic?    YES  {   }   NO  {   }
If so, where? _______________________________________________________________________
Name of Doctor: _____________________________________ Phone:________________________
How many pets do you own?       Dogs ________     Cats _________     Other _________

Do you plan to board your pet?     YES  {   }     NO  {   }
Are you interested in pet insurance?     YES  {   }     NO  {   }

Is your pet micro chipped?   YES {   }    NO {   }   If no, are you interested in doing so?  YES {   }   NO {   }
How did you hear about us? ________________________________________________________________
May we take your pet’s photo where it may potentially be featured for various media purposes (website, video, newspaper, advertisements, patient chart, etc.)?    YES  {   }     NO  {   }
Are you willing to have you and/or your pet featured on Surfside’s Facebook?  YES {   }   NO {   }
□   I hereby authorize the release of my pet’s previous health records to Surfside Pet Hospital.
□   I authorize the veterinarians at Surfside to examine, prescribe for, and/or treat the above described pet.  I assume responsibility for all charges incurred in the care of this animal.  I also understand that these charges will be paid at the time of release and that a deposit may be required for surgical treatment.  If payment is made by check and it is returned for non sufficient funds, I understand I will be charged all non sufficient fees associated by my financial institution.
Signature of Owner: ______________________________________________

Date: ________________________________



