
MURRAY COUNTY VETERINARY SERVICES 

NEW PATIENT INFORMATION FORM  
 
CLIENT INFORMATION       Date__________________________ 
 
_____________________________________________ SS# or Driver's license #:_______________________ 
Owner's Last Name   First  
      Home phone:____________________     Cell phone:___________________ 
Employer_______________________________ Work phone:____________________      e-mail:_______________________ 
 
May we contact you at work:____YES  ____NO    Best times to Contact you:___________________________ 
 
Address__________________________________________________________________________________ 
      Street     City   State  Zip 
 
___________________________________________ SS# or Driver's license #:_______________________ 
Spouse's Last Name  First  
      Home phone:____________________ Cell phone:____________________ 
______________________________________ Work phone:____________________   e-mail:________________________ 
Place of Employment 
 
I have had other pets here before:____YES  ____NO     Approx date of last visit:________________________ 
 
How did you become aware of our clinic? ____Drove by       ____Hospital Sign   ____Yellow Pages   
     ____Other Client      ____Website   ____Other________________ 
 
PATIENT INFORMATION  
 
NAME ______________________________ Circle :  DOG  CAT  Other_______      M   F      Neutered  
Intact 
      My pet has had vaccinations in the last 12mo:  YES    NO 
BREED ______________________________  
      APPROX DATE FOR DOG VACCS    DATE FOR CAT VACCS  
BIRTHDATE/AGE______________________    Rabies:__________________   Rabies:___________ 
         Parvo/Distemp:____________  FVRCP:___________ 
COLOR_______________________________    Kennel Cough:____________  Leukemia:_________ 
         Heartworm Test:___________  FeLV/FIV test:______ 
CURRENT DIET________________________ 
 
REASON FOR SEEING DOCTOR 
TODAY_______________________________________________________ 
 
CURRENT 
MEDICATIONS____________________________________________________________________ 
 
PRIOR INJURIES/ILLNESS___________________________________________________________________ 
 
Would you like to be present during any injections given to your pet?   ____YES     ____NO 
 
 
I plan to pay by:      CASH        CHECK        DEB IT CARD        VISA        MASTERCARD        OTHER 
 
I UNDERSTAND THAT PAYMENT IS DUE AT THE TIME OF THE  EXAM, AND THAT I ASSUME FINANCIAL 
RESPONSIBILITY FOR ALL SERVICES RENDERED AND ANY CO LLECTIONS COSTS.  
 
 
______________________________________________________________________ __________________ 
Signature of owner or agent        date  



  


