
Client Information Form

Last Name: ___________________ First Name: ______________ Spouse: ____________ Date: __________________

Street Address: ___________________________________________________________________________________

City: _________________________ State: _______________________ Zip Code: ______________________________

Home Phone: __________________ Cell Phone: ______________________ Work Phone: _______________________

Email Address: ____________________________________________________________________________________

Driver’s License # (if payment by check) ________________________________________________________________

Tell us about your pets

Name: ______________________    Canine     Feline     Other: ______________ Breed: ________________________

Age: _________         Sex:   M    Neutered? (    )     F     Spayed?  (    )

Name: ______________________    Canine     Feline     Other: ______________ Breed: ________________________

Age: _________         Sex:   M    Neutered? (    )     F     Spayed?  (    )

Name: ______________________    Canine     Feline     Other: ______________ Breed: ________________________

Age: _________          Sex:   M    Neutered? (    )     F     Spayed?  (    )

Reason or condition that prompted today’s visit? __________________________________________________________

Is your pet current on vaccinations?  Yes (   )  No (    )

Do you have your pet’s medical records?  Yes (   )  No (   )

Special requests or conditions: ________________________________________________________________________

Please Read  :  I understand, by indicating I agree and submitting this registration that I am responsible for any charges incurred by my
pet while in the care of the doctors at Mukwonago Animal Hospital, SC and that charges are due and payable at the time of service.  
Any balance left unpaid that is carried over a period of 30 days will accrue a monthly finance charge of 1.9% or 22.8% per annum.  Any 
balance that I leave unpaid will be forwarded to Mukwonago Animal Hospital, SC’s collection agency, and will incur a 25% collection fee
for which I am liable, in addition to monthly finance charges.

I have read this statement and I AGREE (    ) I DISAGREE (    )

Signature: ________________________________________________________________________

How did you hear about us? Facebook (    ) Website (    ) Phonebook (    ) 
  Friend (    ) Friend’s Name?  ___________________________



Are you a Military Veteran?  Yes (    )   No (     ) 


