
BROOKSIDE ANIMAL 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:

Client Information Date                                       ____  
Name/Title                                                                                                                                ____  
Spouse/Other (circle)                                                                                                               ____  
Address                                                        City                              State                 Zip                    ____  
Home Phone                                      Work or Cell                                      E-mail                        ____  
Children (first names & ages)                                                                                                  ____  
Driver’s license #                                         Social Security # (optional)                                   ____  

All fees are due at the time services are rendered.  We will gladly prepare a 
written estimate if you desire.

Patient Information Pet#1 Pet#2 Pet#3 Pet#4 Pet#5
Animal Name
Breed
Color
Sex: spayed/neutered
Birth Date/Age
Any prior illness, 
surgeries, or allergies?

Your dog’s history Date Date Date Date Date
Rabies vaccine
Distemper/Parvo vacc.
Kennel cough vaccine

Your cat’s history Date Date Date Date Date
Rabies vaccine
Distemper Combo
Feline Leukemia

How did you hear of our hospital?  Sign/location_______ Yellow Pages______ Other_______
Personal Referral (Whom may we thank?)__________________________________________

To prevent the spread of infectious diseases and Parasites, hospitalized and 
boarded animals must be current on all vaccines and free of internal and 

external parasites.
I authorize the doctor to provide vaccines, parasite control, and medical treatment as needed 
for my pet(s).

Signature____________________________________________________________________
**Please inform us if you are 65 or older to receive a senior citizen discount**
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