Welcome to LOWELL VETERINARY CENTER
Client Information
 (
Last Name
) (
First Name
) (
M.I.
)Name________________________________________________________________ Date
Address________________________________________ City________________ State______ Zip
Home Phone____________________ Work Phone____________________ Cell Phone____________________
SSN______________________ DL#__________________ e-mail______________________________________
Spouse/Co-Owner____________________ Home Phone_________________ Work Phone________________
Emergency Contact___________________ Home Phone_________________ Work Phone________________
How did you learn about our practice?___________________________________________________________
Employer Information
Employer____________________________________ Employer Address_______________________________
City_________________________ State__________ Zip_____________ Phone Number__________________
Pet Information
Pet’s Name______________________ Cat_____ Dog_____ Other___________ Age/Birth Date_____________
Breed_______________________ Color_______________ Male_____ Female_____ Spayed/Neutered______
Vaccination History---() all that pet has received. Please provide dates if possible.
___ DA2 CP (Distemper-Dog)						Feline Leukemia Test (Cat)______________
___ Parvovirus (Dog)							FVRCP (Infections Diseases-Cat)__________
___Bordetella (Kennel Cough-Dog)					FIP (Cat)______________
___Lyme (Dog)							Rabies (Dog & Cat)______________
Previous Veterinarian where past records could be obtained if necessary_______________________________
Describe any prior illnesses or surgeries__________________________________________________________
List any special diets, medications, or allergies____________________________________________________
 (
(List Additional pets on the back of this form)
)Reason for this visit__________________________________________________________________________

I ASSUME RESPONSIBILITY FOR ALL CHARGES INCURRED IN THE CARE OF MY PET. I ALSO UNDERSTAND THAT THESE CHARGES WILL BE PAID AT THE TIME OF RELEASE AND THAT A DEPOSIT MAY BE REQUIRED FOR SURGICAL TREATEMENT.
 (
Signature required
)Owner or Responsible Party___________________________________________________________________
