
 
NEW PET FORM 

OWNER INFORMATION: 
 
    Primary: ______________________________________________________________________________________     
    Dr.  Mr.  Mrs.  Miss  Ms.            First                                        Middle                                       Last 
      
    Secondary:_____________________________________________________________________________________ 
.   (Spouse/Roommate)     First                                        Middle    Last 
      Dr.  Mr.  Mrs.  Miss  Ms. 
     
    Address: ______________________________________________________________________________________ 
                     Number           Street                 (Apt. #)   

        _____________________________________________________________________________________________ 
  City     State    Zip 

     
      _________________________         __________________________  __________________________ 
      Home phone        Work phone (Primary owner)   Cell phone (Primary owner) 
          May we call you at work?  Yes  No 

       _________________________       _________________________     __________________________   
      Email address        Work phone (Secondary owner)  Cell phone (Secondary owner)  
                  May we call you at work?  Yes  No  

PATIENT INFORMATION:         Species:   Canine     Feline     Other_________________________ 
 
    Pet’s name: ______________________________ Breed: _______________________Color:____________________ 
 
    Age or Birth Date: ____________________  Sex:     Male     Female       Neutered/Spayed?   Yes   No 
 
    Is your pet Microchipped?   Yes   No  Microchip number___________________________ 
 
    Other pets in household:__________________________________________________________________________ 
 
    List any special diets or medications:________________________________________________________________ 
 
    List any known drug allergies:_____________________________________________________________________ 
 
    Pertinent medical or surgical problems:______________________________________________________________ 

HOW DID YOU CHOOSE US? (Please circle)  Previous animal Internet Yellow Pages               

Personal recommendation – Whom may we thank?___________________________ Other (specify)______________ 
 

MEDICAL RECORD RELEASE:   
� I authorize Kenwood Pet Clinic to release vaccination and / or medical record information to: (Please circle) 

Boarding facilities              Grooming facilities              Veterinary hospitals              Rescue organizations 

            Other or specific facilities:____________________________________________________________________ 
 
�    I do NOT authorize Kenwood Pet Clinic to release vaccination and / or medical record information  

without my prior consent . 
  

Accounts must be paid in full at time of service by   Cash     Check    or   Credit Card       
 
 

Signature________________________________________________Date____________ 
Thank you for giving us the opportunity to serve you. 


