
 

Animal Medical Clinic at St. John’s  
 

New Client Information 
 

 

Date: ________    

Your Name: _______________________________ Home Phone: (          ) ____________________ 

Spouse/ Alternate Owner: ________________________ Cell Phone: (          ) __________________ 

Street: ________________________________________ Work Phone: (          ) ________________ 

City: ____________________________ State: _______ Zip Code: _________________ 

Work Phone: (        ) ____________________ Cell Phone: (        ) ____________________ 

*Email___________________________________________________________________________ 

Please note: Your privacy is important to us. 

All information received in all forms and through other communications is subject to our Patient Privacy 
Policy. 

 
 

PET INFORMATION 
 
Pet’s Name _____________________________________ Age/DOB ________________________ 
 
Breed Dog / Cat / Other _________________ Color ___________ �Male / Neuter �Female / Spay 
 
Pet’s Name _____________________________________ Age/DOB ________________________ 
 
Breed Dog / Cat / Other _________________ Color ___________ �Male / Neuter �Female / Spay 
 
Pet’s Name _____________________________________ Age/DOB ________________________ 
 
Breed Dog / Cat / Other _________________ Color ___________ �Male / Neuter �Female / Spay 
All payments are due at the time of services rendered. 
We accept cash, all major credit cards, and Care Credit which can be approved in as little as 10 minutes. 
I have read and understand the above statements and agree to all terms therein. 
 
 
Signature: __________________________________________________ Date: ________________ 


