
                  Date ____________ 
OWNER INFORMATION     CO-OWNER INFORMATION 
 
Name _______________________________________  Name _______________________________________ 
            Last                                First                       M.I.                       Last                                First                       M.I.            
 
Address _____________________________________  Address _____________________________________ 
                Street                                    Street 
 
                _____________________________________                 _____________________________________ 
                City                            State                     ZIP      City                            State                     ZIP 
 
Home Phone __________________________________   Home Phone _________________________________ 
 
Cell Phone ___________________________________  Cell Phone____________________________________ 
  
Occupation___________________________________  Occupation___________________________________ 
                         (If self-employed, still list company name below)                           (If self-employed, still list company name below) 
 
Employer _____________________________________ Employer ____________________________________ 
 
Work Address ________________________________  Work Address ________________________________ 
                          Street                                Street 
 
                          ________________________________                            ________________________________ 
                           City                        State                 ZIP                 City                      State                   ZIP 
    
Work Phone __________________________________  Work Phone __________________________________ 
 
 
PET/PATIENT INFORMATION      
 
Name ____________________________________________     Species (circle one):     Dog     Cat     Horse     Other 
   
Breed _____________________________       Sex (circle one): Neutered Male     Male     Spayed Female     Female 
 
Color __________________      DOB/Age ___________________      Weight _____________   
 
 
 

-- PLEASE COMPLETE MEDICAL HISTORY ON THE NEXT PAGE -- 
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***** FOR OFFICE USE ONLY ******************************************************************************* 
 
Referring Veterinarian __________________________________________    Phone _____________________________ 
 
Referring Hospital _____________________________________________     Fax _______________________________ 

No. Date Active Date Resolved Master Problem 
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PATIENT NAME/OWNER LAST NAME ________________________________________                Date ____________ 
 
Is your pet current on vaccines? (circle one): Yes     No 
 
Describe temperament: (i.e., high-energy, sometimes bites, etc.) ____________________________________________ 
 

Please check off any present symptoms/conditions and when you first noticed the condition(s): 

         
List any history of out-of-state travels/residence and for how long: 
 
______________________________________________________ 
 
______________________________________________________ 
  
 
Please list any current or previous illnesses, injuries or surgeries. 
If possible, please list the dates and diagnosis: (i.e., ACL surgery, left 
knee, October 2004) 
 
______________________________________________________ 
 
______________________________________________________ 
 
______________________________________________________ 
 

YES      NO 
If yes, when did 
you first notice? 

Changes
in eating □    □  

Changes in 
water intake □    □  

Vomiting □    □  

Diarrhea □    □  

Changes in 
energy level □    □  

Changes in 
behavior □    □  

Allergies □    □ 
To what? 

History of
seizures  □    □  

 
 
 
Please list all medications (mg per treatment 
if you can) your pet is on for ANY illnesses or 
prevention and the frequency you give them: 
(i.e., Gentocin 1 drop in right eye twice daily) 
 
1) 
 

2) 

3) 

4) 

 
Patient’s      Patient’s 

RIGHT eye   LEFT eye 
When did you first 

notice symptom(s)? 

Swelling □        □  

Discharge □        □ If yes, what color? 

 Squinting □        □  

Color change □        □ If yes, what color? 

Redness □        □  

Cloudiness □        □  

Enlarged eye □        □  

Rubbing at eye □        □  

Bleeding □        □  

Blindness □        □  

Other □        □ Please describe: 

PAYMENT 
Charges for professional fees and dispensed medications are due at the time services/medications are rendered. 
Please indicate which method of payment you anticipate using. (circle one):       Visa     Mastercard     Cash     Check 

 
Driver’s License # (only required if you are writing a check)   ______________________________ 

 
 
AUTHORIZATION 
I hereby authorize Dr. Todd Hammond / Dr. Bradley Graham to examine, prescribe for, and/or treat my pet/patient. I 
assume responsibility for all charges incurred in the care of this animal. I also understand that these charges will be paid 
at the time professional serves are rendered and that a deposit may be required for any procedures and/or surgeries 
performed.  
 
Signature of Owner/Agent/Guardian __________________________________________  
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