
 DOWNRIVER VETERINARY ASSOCIATES, P.C. 
 
 NEW CLIENT INFORMATION 
 (Please Type or Print) 
Date         Client #  (Office Use Only)   
 
Owner's Name:                  
�Mr.    �Mrs.    �Miss    �Ms  Last    First    Middle  
 
Spouse's Name:              
�Mr.    �Mrs.    �Miss    �Ms   Last    First    Middle  
 
Address:               
 
 
City/State/Zip:               
 
 
Home Phone:   (         )      _Cell Phone:  (             )    E-Mail Address:    
 
Method of Payment (Please indicate one):     �Cash  �VISA   �Master Card   �Discover   �American Express   �Care Credit  

    Personal Checks cannot be accepted as payment for your first visit. 
 
Your Driver's License or State I.D. will be required.  A deposit is required at the time of admission for any hospitalized 
service.  Payment in full is due and payable when services are rendered.  THANK YOU! 
 
Drivers License #:         Employer:       
 
State I.D. #:         Work Phone:     Ext:    
 HOW DID YOU BECOME AWARE OF OUR HOSPITAL? 
 
Sign          Yellow Pages           Here Previously           Website           Pet Store           City Adoption Program_____ Mailer  
              
Friend/Relative Name:       Your referral is greatly appreciated 
         and we want to THANK your referrer. 
Address:        Please help us to express our gratitude! 
 
City/State/Zip:                    

PET INFORMATION 
 Pet's Name:                                                       Dog              Cat             Other                Breed     
 
Date of Birth:     Sex:   M    F    Color                 Spayed or Neutered:   Yes    No    Unknown 

MEDICAL HISTORY 
  

**Please bring receipts or verification of the dates on which another veterinarian provided the following preventive care**. 
**PLEASE NOTE: Only those vaccinations and tests performed by a licensed veterinarian will be accepted. ** 

 
Rabies Vaccination   Parvovirus Vaccination   Distemper Vaccination    
Feline Leukemia Test   Coronavirus Vaccination   Feline Leukemia Vaccination   
Heartworm Test    Fecal (stool) Exam   Microchip I.D. Number    
 
Previous Veterinary Care provided at:         
  
THANK YOU FOR COMPLETING THIS FORM.  PLEASE RETURN IT TO OUR OFFICE EITHER BY FAX OR 

AT YOUR FIRST VISIT.  WE LOOK FORWARD TO MEETING YOU AND YOUR PET. 
  
 Welcome to our Practice !!     


