
Chisholm Trail Veterinary Clinic 
 

New Client Form 
Thank you for giving us the opportunity to care for your pets.  So that we may become 
better acquainted, please complete the following: 
 
CLIENT INFORMATION 
 
Name _________________________________  Spouse’s Name ___________________ 

Street Address ___________________________________________________________ 

City _________________________  State ___________  Zip Code _________________ 

Place of Employment  _____________________________________________________ 

Home Phone (___)____________________  Work Phone (___)____________________ 

Mobile Phone(___)___________________  Spouse’s Phone  (___)__________________ 

Best Time and Number to Reach you  _________________________________________ 

Email __________________________________________________________________ 

Driver’s License # ____________________  Social Security # ____________________ 

Who may we thank for your referral?  _________________________________________ 

 
PATIENT INFORMATION 
 
 Pet #1 Pet #2 Pet #3 
Name    
Breed    
Date of Birth    
Color    
Sex/Spayed or Neutered    
Vaccination History:    
Rabies    
DHLP (Canine)    
Bordetella (Canine)    
FVRCP/FeLV (Feline)    
Other Vaccinations    
Heartworm Prevention    
Allergies to Vaccines or 
Medications 

   

Previous Surgery/Illness 
 

   

Special Diets or 
Medications 

   

 
ALL FEES ARE DUE AT THE TIME SERVICES ARE RENDERED,  

THANK YOU. 
 
Client Signature  ________________________________  Date  __________________ 
 


