
 

 

 

 

Client Last Name: _____________________________ Client First Name: ________________________________ 

Address: ________________________________________________City: __________________________________ 

State: ___________ Zip Code: _________________ Primary Phone Number: ___________________________ 

Cell Phone Number: ____________________________ Work Phone Number: _____________________________ 

Email Address: _________________________________________________________________________________ 

Additional Name on Account: _____________________________________________________________________ 

Relationship to Client: □ Spouse □ Relative □ Friend □ Other 

Spouse Phone Number: _________________________ Spouse Cell Number: ______________________________ 

Spouse Email Address: ___________________________________________________________________________ 

 

Patient Information 

Patient Name Species Breed Sex Color Date of 
Birth 

 
 

  □ Male □Female 
Neutered/Spayed 
□ Yes     □ No 

  

 
 

  □ Male □Female 
Neutered/Spayed 
□ Yes     □ No 

  

 
 

  □ Male □Female 
Neutered/Spayed 
□ Yes     □ No 

  

 

Previous Medical Records Can Located At: _______________________________________________________________ 

__________________________________________________________________________________________________ 

Referred To Our Practice By: __________________________________________________________________________ 

How Did You Hear About Us:  □ Internet    □ Sign Outside    □ Online Advertisement □ Personal Recommendation 

Method of Payment:  □ Cash  □ Check □ Credit/Debit Card 

New Client Information Form 

I have an appointment scheduled at:  

□ Veterinary Associates        330 E Third St, Iowa City, IA 52240 (319) 337-6867 

□ Eastside Pet Clinic               811 S First Ave, Iowa City, IA 52245 (319) 354-4877 

□ North Liberty Pet Clinic      405 N Front St, North Liberty IA 52317 (319) 626-6848 
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