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

Date: ________________________________ 
CLIENT INFORMATION: 

Name: ____________________________________________Spouse’s Name: ____________________________________________ 

Address: __________________________________________City: __________________________ State: ________ Zip: _________ 

Home Phone: ______________________________________Work Phone: ______________________________________________ 

Spouse’s Work Phone: _______________________________Cellular Phone: ____________________________________________ 

Pager #: ____________________________________________________________________________________________________ 

Place of Employment: _________________________________________________________________________________________ 

Best time to reach you: ________________________________________________________________________________________ 

Driver’s License #: _________________________________Social Security #: __________________________________________ 

Please indicate choice of payment:  Cash / check  Visa  MasterCard 

 

PATIENT INFORMATION:    Pet # 1   Pet # 2   Pet # 3 

 Name 

 Breed 

 Date of Birth 

 Color  

 Sex: Spayed or Neutered 

YOUR DOG’S MEDICAL HISTORY 

 Rabies Vaccine 

 DHLPP-C Vaccine 

 Kennel Cough (Bord) Vac. 

 Lyme Disease Vaccine 

 Fecal (Stool Sample) 

 Heartworm Test / Prevention 

YOUR CAT’S MEDICAL HISTORY 

 Rabies Vaccine 

 FVRCP Vaccine 

 Felv Vaccine 

 FIP Vaccine 

 Felv Test 

 Fecal (Stool Sample) 

How did you become aware of our clinic? ________________________________________________________________________  

 Drove by  Yellow Pages  Previous Client 

 Personal Referral (Whom may we thank?) __________________________________________________________________ 

 

Signature: _________________________________________Date: ____________________________________________________  
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