
Arrowhead Animal Hospital, P.C. 
CLIENT INFORMATION 

 
Under whose name (over 18 years old) should this name be listed? 
 
_______________________________________________(Significant     Home Phone: ________________ 
   (Last)                          (First)                     (MI)          Other Below)     Cell Phone: ______________________ 
 
Home Address: ____________________________________________________________________________ 
                                               (Street)                                               (Apt. #)                                      (City, State)                       (Zip) 
Employer: _____________________________________  Occupation: ________________________________ 
 
Business Phone: _____________________ Business Address: _______________________________________ 
 
Significant Other: _______________________________    Employer: _________________________________ 
                                  (First)                                               (M.I.) 
Cell Phone: __________________________   Occupation: ______________________________________ 
 
Email Address (For pet reminder purposes): ______________________________________________________ 
 
Referred by (circle one): Yellow Pages, Drive by, Newspaper, Prof. Referral, Website, Friend (Name below) 
     Who may we reward for referring you to us: ___________________________________ 
 
IN CASE OF EMERGENCY (AND WE CANNOT REACH YOU) CALL: ___________________________________________ 
              (Name)                                      (Phone) 
Name of Previous Veterinarian: ________________________________________________________________ 
           ** Must be filled in completely** 

Pet’s Name 
Example: “Bowser” 

Sex 
Spay (S) 

Neuter (N) 

Breed 
Example: “Collie” 

Color 
Example: “Tan” 

Birth Date 
(Not Age) 

Date Last Vaccinated 
(Rabies, DHP-PV, FVRCP) 

1.      

2.      

3.      

4.      

 
Microchip Numbers for Pet: #1: ________________ #2: _________________ #3: ___________________ #4: ___________________ 
Is there any other special medical information about any of the above pets you feel we should know? 
__________________________________________________________________________________________ 
 
For your pet’s protection, we require that all vaccinations be current prior to hospitalization or surgery. If these vaccinations are not 
current, the animal must receive them at the time of hospitalization. 
Payment in full is expected at time of service. We accept Visa, MasterCard, Discover, American Express, Check, Cash, and upon 
approval, Care Credit payment card. If I do not pay this account as agreed, all past due accounts are subject to costs of collection, 
including attorney’s fees. Owners who abandon their animals will be vigorously prosecuted. A 1 ½% monthly interest fee plus a 
monthly service charge will be added to any outstanding bill. 

FORM OF PAYMENT (Please circle one) 
CASH CHECK MASTERCARD  VISA DISCOVER AMERICAN EXPRESS CARE CREDIT (wac) 
 
I have read and understand the above policies. 
 
___________________________________________   ____________________ 
         Signature of Owner/Agent      Date 


