
 WELCOME   
TO CONWAY VETERINARY HOSPITAL 

Client Information       Appointment Date:_____________Time:______ 
Name (Last Name, First Name):________________________________________________________________ 
Co-Owner Name (Last Name, First Name)________________________________________________________ 
Address:______________________________________ City/State/Zip:______________________________ 
Primary/Cell Phone: (         )_______________________ Home Phone:(        )_____________________________    

Work Phone: (       ) ___________________________________Employer:_____________________________________ 
Emergency Contact Name:________________________________  Phone: (        )_________________________ 
How did you learn about our practice?__________________________________________________________ 
Email address:_______________________  
What method of reminders would you prefer?   Email or US MAIL or Both (please circle one) 

Pet Information 

Pet’s Name:_____________________Dog____  Cat____  Other(specify)____________Breed:_______________ 
Sex:  Male____ Female____  Spayed/Neutered: Yes___ No____Age:_________ Birthdate:_______________   
Color:_____________________________What age was your pet obtained?:_____________________________ 
From: Friend______  Breeder______  Pet Shop______  Humane Society______ Other_____________________ 
Reason for obtaining pet (check all that apply):  Companion_____  Protection_____ Breeding_____ Show_____ 
Describe your pet’s diet:________________________________________________________________________ 
List your pet’s current medication:________________________________________________________________ 
 
Please  check any symptoms or problems you’ve noticed with your pet: 
___Appetite loss  ___Dental calculus & Bad breath  ___Skin problems 
___Behavioral Changes ___Increased thirst    ___Breathing problems 
___Limping   ___Urination increase   ___Coughing/gagging 
___Loss of balance  ___Vomiting     ___Scooting 
___Weakness   ___Diarrhea/soft stool   ___Scratching 
___Eye disorders  ___Shaking head    Other___________________________ 
 
Pet’s History: 
Prior Surgery_____________________________  Prior Illness:_________________________________________ 
 
Is your pet currently on heartworm preventative? Yes_____ No______ Flea/tick preventative Yes_____ No____ 

Authorization 
I hereby authorize the veterinarian to examine, prescribe for, or treat the above described pet.  I assume responsibility for all 
charges incurred in the care of the animal.  I also understand that ALL PROFESSIONAL FEES ARE DUE AT THE TIME SERVICES 
ARE RENDERED.  I also understand that ANY APPOINTMENTS THAT ARE MISSED AND NOT CANCELLED WITHIN 24 HRS OF 
SCHEDULED APPOINTMENT TIME, WILL BE SUBJECT TO A $25.00 FEE. 
 
Signature of client responsible for pet(s)___________________________________ ____Date_________________________ 



 


