
 

SCITUATE ANIMAL HOSPITAL 
561 WEST GREENVILLE ROAD    NORTH SCITUATE, RI 02857 

(401) 647-3500 
 

Client Information 
Please Print 

 
 
 Miss 
Owner’s Name: Mr. _________________________________________________________________________ 
 Mrs.               (Last)                                    (First)                                   (Middle Initial) 
 Dr. 
Address:   __________________________________________________________________________________ 
   (Street)                                                 (PO Box)                (City/Town)                                             (Zip) 
 
Phone: ___________________    ___________________    Email: _____________________________ 
          (Home)                                               (Cell) 
 
Employer: ____________________________________  Business Phone: _______________________ 
 
Spouse’s Name: _______________________________   Employer:____________________________ 
 
In case of emergency contact: __________________________________________________________ 
                    (Name)                                                                       (Phone) 

 
Animal Information 

 
  Dog ____________________________________      Cat  _______________________________  

                   (Breed)        (Breed – if mixed breed, long, short or medium hair coat)
   
                                                      Other ____________________________ 
 
Name:  ____________________________________       Sex:        Male        Female 
 
Age or Birthdate: ____________________   Spayed/Neutered:  Yes Date ______________   No 
 
Description: ________________________________________________________________________ 
                                        (Color)                                                            (Distinguishing marks/features) 
 
Date of last Distemper Vaccine: _______________  Hospital where given: _____________________    
 
Date of last Rabies Vaccine:   _________________  Hospital where given: _____________________ 
 
Has pet been on heartworm prevention?    Yes    No    Date last checked: _________________ 

 
Due to rising operational costs, we have established the following policy: 

Cash payment at time of services rendered. Major credit cards and personal checks also accepted. 
 

Form of payment desired:   Cash       Credit Card        Personal Check 
 

 
Referred by: ________________________________  Today’s Date:   __________________________
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