
Welcome to Alisal Pet Clinic! 
Our Friendly, Caring Staff Welcomes You & Your Pet! 

Thank you for giving Alisal Pet Clinic the opportunity to care for your pet(s). 
So that we may become better acquainted, please complete the following information. Please print. 

     INFORMATION:  Mr.  Mrs. ___________________________  Ms.  Dr. (Check one or two) Date: 

Name: ___________________________________________ Home Phone: _____________________________Cell number: __________________________ 
               First, Last 

Spouse/Partner’s Name: ______________________________________________ His/Her cell number: __________________________________________ 
First, Last 

Preferred method of contact:  Phone  Email  Text message  other #________________________________ 

Address: _______________________________________________________ City: _________________________________ State: _______ Zip: ____________ 

Your Employer: _____________________________________________________________________________________________________________________ 
                NAME                                                       CITY                                   PREFERRED TIME TO CALL 

Spouse/Partner’s Employer: __________________________________________________________________________________________________________ 
        NAME                                            CITY                               PHONE                   PREFERRED TIME TO CALL 

Email Address: __________________________________________       Would you like to receive email reminders?    Yes    No  
Fax: ____________________________________________ 
Driver’s License #_____________________________Date of Birth: _____________________________ State: ____________ 

All fees are due at the time services are rendered. Payment is expected at the time of the Patient Release. 

Signature: ________________________________________________________________________________ 
How did you hear about our hospital?  Friend/Relative   Yellow Pages  Website / Internet  Coupon  AAHA Hospital  Rescue Group  
Sign 
GENERAL PATIENT INFORMATION Please print and fill in the blanks of each pet: 

  Pet #1                                        Pet #2                                        Pet #3 
Pet’s Name:  __________________________     __________________________     __________________________ 

Your pet is a: cat, dog, rabbit, etc.: __________________________     __________________________     __________________________ 

 Breed of dog, cat, rabbit, etc.: __________________________     __________________________     __________________________ 

Date of Birth: __________________________     __________________________     __________________________ 

 Coat Color: __________________________     __________________________     __________________________ 

Date of last vaccinations: __________________________     __________________________     __________________________ 

         Gender:           Female / Male    Female / Male        Female / Male 
  Spayed or Neutered?       Spayed / Neutered  Spayed / Neutered              Spayed / Neutered 

   Microchip:  Yes / No    Yes / No       Yes / No 

  Microchip #:__________________________     __________________________     __________________________ 

Previous veterinary hospital? ______________________________________  Any previous serious illness or surgeries? ______________________________ 
Any allergies to vaccinations or medications? 
______________________________________________________________________________________________ 
Or on any special diet or medications? 
____________________________________________________________________________________________________ 

We are very conscious of your right to privacy regarding the information you provide for us. We use this information only to help serve you better 
and we do not disclose this information to any third party vendors or Internet businesses. No information will ever be disclosed to outside parties. 

It’s that simple! And we strictly adhere to this policy. 
Client ID: _______________ 
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