
QUAIL CROSSING ANIMAL HOSPITAL NEW CLIENT FORM 

Your Information: 
Name: ________________________________________________________________________ 
Mailing address: ________________________________________________________________ 
City: _________________State: ______ Zip:_________  

Contact Methods:  Email address:__________________________________________________ 
You will receive vaccine reminders and appointment reminders via email. 

Phone: Best # to reach you at:______________________ Alternate #:______________________ 
If no email provided, then you will receive vaccine reminders and appointment reminders via 
phone call. 

Pet Information:              Pet 1                       Pet 2                         Pet 3                    Pet 4 

Previous Veterinary Clinic: ______________________________________________________ 
May we contact your previous veterinarian if your pet’s medical history is needed?__________ 

How did you hear about us?_______________________________(If you were referred by an 
individual, please give their name and they will receive $10 off their next exam!) 

With your signature below, you agree that payment is required when services rendered and also 
acknowledge that Quail Crossing Animal Hospital may request a deposit prior to surgeries 
performed or for hospitalized patients. Your signature also acknowledges that this is not a 24 
hour facility: Trained personnel will not attend to hospitalized patients outside business hours. 

Signature: ______________________________ Date: __________ 

Name: _________________________________ Relationship to the above pet(s): ____________

Name of Pet(s)

Breed

Color

Date of Birth/Age

Sex: M/F 

Neutered(N)/
Spayed(S)


