Old Towne Animal Hospital
10530 Fair Oaks Blvd

Fair Oaks, CA 95628

Ph: (916) 961-8683

Fax: (916) 961-8686


Client Information Form

Name (Last, First):______________________________________   Date of Birth: ___________

Address:___________________________ City & State:_______________________  Zip___________

Home Phone:____________________  Cell:_____________________ Work:_____________________

Occupation:________________________________  Employer:________________________________

Co-Owner/ Spouse:____________________________ CA DLN________________________________
Referred By:_______________________________  E-Mail:___________________________________

Animal Information

Please Circle: 

Species: Canine   Feline   Other         
Gender: Male   Female
Spay or Neutered:  Y / N 

Name:________________________   Breed:________________________   Color:_________________

Date of Birth:____________________

List of Medications Routinely Used:______________________________________________________

Vaccine History:  RV____________  DHP____________  Lepto____________  Bord____________

RCPC____________  FELV____________  Rattlesnake____________  Lyme____________

Animal Information

Please Circle: 

Species: Canine   Feline   Other         
Gender: Male   Female
Spay or Neutered:  Y / N 

Name:________________________   Breed:________________________   Color:_________________

Date of Birth:____________________

List of Medications Routinely Used:______________________________________________________

Vaccine History:  RV____________  DHP____________  Lepto____________  Bord____________

RCPC____________  FELV____________  Rattlesnake____________  Lyme____________

I understand that all fees are due at time of service.  Any bills left unpaid may be sent to collections.

Signature:________________________________________  Date:_________________________
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