
  Welcome to the Keep ’Em Healthy Veterinary Clinic 
Client Information:      Date: ___________________ 
 Name: ___________________________          Spouse: _______________________ 
Address: _______________________________________________________________ 
City/State/Zip: _________________________________________________________ 
Home Phone: __________________________ Cell: ____________________________
Employer: ___________________________Work Phone: ________________________ 
E-Mail Address: _________________________________________________________ 
How did you learn about our clinic? _________________________________________ 
Number of pets: Dogs_______ Cats_______ Other______ 

Pet Information: 
Pet’s Name: ____________________________     Dog_____    Cat_____ Other______ 

 Male_____ Neutered______        Female______ Spayed_____    Color______________  
Breed: ________________________________ Birth date: ________________________ 
List your pet’s current medication: __________________________________________ 
Reason for visit: _________________________________________________________ 

Please check any symptoms or problems you have noticed with your pet: 
__Appetite Loss      __ Gagging        __Sneezing           __Thirst __Limping 
__Coughing             __Vomiting      __Diarrhea          __ Depression          __Scooting 
__Weakness             __Scratching __ Shaking Head           __Behavioral Changes 
__Breathing Problems         __ Urination Increase          __Loss of Balance 
__Eye Disorders __________________             Other ___________________________ 

Pet’s Vaccination History (Check all that your pet has received) 
           __Distemper __Feline Leukemia                      __Rabies (Dog/Cat) 

      __Bordetella (Dog)                __FVRCP (Feline Distemper)    __Dental__________ 
      __Lyme __ Feline Leukemia Test 
      __Heartworm/Lyme Test 
      __Prior Surgery_________________     Prior Illness__________________________ 

  Authorization 
    I hereby authorize the veterinarian and staff to examine, prescribe for, or treat the  
    above-described pet. I assume responsibility for all charges incurred in the care of my pet. 
    I also understand that ALL FEES ARE DUE AT THE TIME SERVICES ARE  
    RENDERED. I have read and understand the above statement. 

*Signature of person responsible for payment and pet_________________

  Permission to use photos of my pet(s) on KHVC web pages (i.e. Pet of the month etc.) 
 ____yes _____ no 
Permission to share medical records of my pet(s) to other referring veterinary hospitals 
or rescues (i.e. In case of Emergency or Adoptions) ______ yes    ______ no 
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