Animal Hospital of Roslyn, P.C.

NEW CLIENT INFORMATION FORM
Date: / /

Client Name: (Last) (First)

Address: (Street)

(City) (State) (Zip)
Driver’s License State: Driver’s License #:

Home Phone #: Cell Phone #:

Work Phone #: Other #:

Occupation: Name of Spouse:

Employer: Spouse’s Occupation:

Spouse’s Employer: Spouse’s Work #:

How did you hear about the Animal Hospital of Roslyn? (If referred by a client or veterinarian, please enter
name and/or organization)

Pet’s Name:

Species (Circle One): Dog / Cat

Sex (Circle One): Male / Male-Neutered / Female / Female —Spayed
Breed: Color:
Date of Birth: Month: Day: Year: 0

Vaccination Status: Please Enter The Date(s) of Vaccination:

Canine: Rabies / / ; Distemper 5&1 / / ; Kennel Cough / /

Lyme / / ; Titers / /

Feline: Rabies / / 13+1 / / Leukemia / /

Reason for today’s appointment:

PAYMENT INFORMATION(Optional; If you wish to leave a card on file)
Credit Card #: Exp Date:

Signature: Date:




