
NEW CLIENT/NEW PATIENT INFORMATION:

Name: ______________________________________________

Address: _____________________________________________

City/Zip:_____________________________________________

E-mail address (for sending reminders):
_____________________________________________________

Please check off primary # in box:

Home phone: _________________________ ⬜
Work phone: _________________________ ⬜
Cell phone: _________________________ ⬜

Date: ______________

CO-OWNER/SIGNIFICANT OTHER INFORMATION:

Name: _______________________________________________

Address: _____________________________________________

City/Zip:______________________________________________

Home phone: _________________________

Work phone: _________________________

Cell phone: _________________________

Date: _______________

CO-OWNER/SIGNIFICANT OTHER INFORMATION:

Name: ______________________________________________

Address: _____________________________________________

City/Zip:_____________________________________________

Home phone: _________________________

Work phone: _________________________

Cell phone: _________________________

Date: ______________

CO-OWNER/SIGNIFICANT OTHER INFORMATION:

Name: _______________________________________________

Address: _____________________________________________

City/Zip:______________________________________________

Home phone: _________________________

Work phone: _________________________

Cell phone: _________________________

Date: _______________

PET(S) INFORMATION:

Pet #1: _______________________________________ Male/Female Spayed/Neutered Canine/Feline

D.O.B. ______________________ Breed: _______________________________ Color: _____________________

Pet #2: _______________________________________ Male/Female Spayed/Neutered Canine/Feline

D.O.B. ______________________ Breed: _______________________________ Color: _____________________

Pet #3: _______________________________________ Male/Female Spayed/Neutered Canine/Feline

D.O.B. ______________________ Breed: _______________________________ Color: _____________________

South Shore Veterinary Hospital charges $60 for any no-show appointment. We require 24hrs. advance notice of cancellations.

PICTURE WAIVER: I consent ________ / do not consent ________ to allow South Shore Veterinary Hospital to use pictures of my pet(s)

on their website(s). Pictures are permanent property of South Shore Veterinary Hospital. It is understood that there will be no

compensation at any time for pictures.

Signature: _________________________________________________ Date: ________________________
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