
 NEW CLIENT/PATIENT INFORMATION 
Owner information: 

First Name_________________________________ Last Name_____________________________________ 

Address________________________________________________________________________________________ 

City_____________________________________  State___________  Zip Code_______________ 

Mobile #_________________________________ Home #_____________________________ 

Work #__________________________________ 

E-mail Address_______________________________________________________________________ 

Alternate Contact_______________________________________ Phone Number_________________________ 

Relationship to Owner Above:_____________________________ 

------------------------------------------------------------------------------------------------------------------------------------------------------------------------- 

Tell us about your pets: 

Pet Name__________________________________ □   Dog      □   Cat    Sex: □   Male       □   Female 

Neutered/Spayed:     □     Yes              □     No  Date of Birth/Age_______________ 

Breed_____________________________________ Color_____________________________________  

Microchip #________________________________ 

Allergies______________________________________________________________________________________ 

Current Medical Concerns________________________________________________________________________ 

Pet’s Medications________________________________________________________________________ 

Previous Veterinarian (to obtain records if needed)____________________________________________________ 

Please submit all previous medical records to the front desk or email to staff@stmatthewsanimalclinic.com 

------------------------------------------------------------------------------------------------------------------------------------------------------------------------- 

How did you learn about our clinic? □   Search Engine         □   Clinic Sign          □   Facebook/Social Media     □ Kroger Ad           

□   Special Event          □    Indian Hills Magazine  □    Client Referral________________________________________ 
               (Include client name for $25 credit on their account) 

□   Veterinarian Referral___________________________________________ 

  facebook.com/stmatthewsanimalclinic         Follow us on Instagram              Download our APP            

I do______/do not_______(initial) give St. Matthews Animal Clinic permission to post my pet’s photo on their Facebook 
page/Instagram/App. We just really enjoy showing off how cute your pet is! No owner information will ever be posted unless 
you personally request it. 

 

Client Signature_________________________________________________  Date________________________ 

I assume responsibility for all charges incurred from the care of my pet(s). I understand these charges MUST be paid in FULL at 
the time services are rendered. 

 

 

Office Use Only: Account #______________  Dr. Seen___________ CCT____________ 


