
 

 

 

  

P 
E 
T  
# 
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PET NAME: 

SPECIES: DOG CAT OTHER: 

BREED: 

DATE OF BIRTH: OR APPROXIMATE AGE: 

MALE NEUTERED MALE FEMALE SPAYED FEMALE 
IS YOUR PET MICROCHIPPED: 

HAS YOUR PET HAD ANY MAJOR MEDICAL PROBLEMS OR ANY ALLERGIES? 

IS YOUR PET ON ANY CURRENT MEDICATION? 

PREVIOUS VETERINARIAN/CLINIC: 
 

P 
E 
T  
# 
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PET NAME: 

SPECIES: DOG CAT OTHER: 

BREED: 

DATE OF BIRTH: OR APPROXIMATE AGE: 

MALE NEUTERED MALE FEMALE SPAYED FEMALE 
IS YOUR PET MICROCHIPPED: 

HAS YOUR PET HAD ANY MAJOR MEDICAL PROBLEMS OR ANY ALLERGIES? 

IS YOUR PET ON ANY CURRENT MEDICATION? 

PREVIOUS VETERINARIAN/CLINIC:  

DATE:  

OWNERS FIRST NAME: LAST NAME: 

ADDRESS: 

CITY: STATE: ZIP: 

EMAIL ADDRESS: 

Email address is used for vaccination reminders, occasional newsletters, & specials. They will absolutely not be sold or shared. 

HOME PHONE: CELL PHONE: 

EMPLOYMENT: WORK PHONE: 

DRIVER LICENSE #: STATE ISSUED: DATE OF BIRTH: 

SPOUSE / SIGNIFICANT OTHER / EMERGENCY CONTACT 

FIRST NAME: LAST NAME: 

HOME PHONE: CELL PHONE: 

EMPLOYMENT: WORK PHONE: 

We require payment at the time of service. If you are not prepared to pay today please reschedule. 
 

Holstein Veterinary Clinic 

Dr. Lisa Schrum DVM - Dr. Krista Holstein DVM 
718 South 19th Street Blair, NE 68008   402-426-7387 



 

P 
E 
T  
# 
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PET NAME: 

SPECIES: DOG CAT OTHER: 

BREED: 

DATE OF BIRTH: OR APPROXIMATE AGE: 

MALE NEUTERED MALE FEMALE SPAYED FEMALE 

IS YOUR PET MICROCHIPPED: 
HAS YOUR PET HAD ANY MAJOR MEDICAL PROBLEMS OR ANY ALLERGIES? 

IS YOUR PET ON ANY CURRENT MEDICATION? 

PREVIOUS VETERINARIAN/CLINIC: 
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# 
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PET NAME: 

SPECIES: DOG CAT OTHER: 

BREED: 

DATE OF BIRTH: OR APPROXIMATE AGE: 

MALE NEUTERED MALE FEMALE SPAYED FEMALE 

IS YOUR PET MICROCHIPPED: 
HAS YOUR PET HAD ANY MAJOR MEDICAL PROBLEMS OR ANY ALLERGIES? 

IS YOUR PET ON ANY CURRENT MEDICATION? 

PREVIOUS VETERINARIAN/CLINIC: 

 


