
White Bear Animal Hospital 
Client / Pet Information 

  
 
 Owner’s Name:_______________________________________________________________________________ 
                                               Last Name                                                            First Name                                              MI                                              Spouse’s First Name 
  
 Address: ____________________________________________________________________________________ 
                                  Number                    Street                                                                                        City                                                       State                                 Zip 
  
 Phone Numbers: (___)_______________(___)_______________(___)_______________(___)_______________ 
                                Home                                              Cell                                                   Work                                           Spouse’s Cell/Work 
   
 E-mail address: _________________________________________ 
  
 How did you find us?  □Yellow Pages   □Internet Search   □Drive By  □Friend/Family _________________________ □Other _________________________ 
                                                                             
  
 Driver’s Lic. #: __________________________State: ______           Spouse’s D.L. #: ___________________________State: ______ 
 D.O.B.: ________________    SSN ______________________           D.O.B.: _____________    SSN ___________________________ 
                                                                 Optional                                                                                                                            Optional 
 Employer: __________________________________________          Spouse’s Employer: ___________________________________ 
 Employer’s Address: _________________________________          Employer’s Address: ___________________________________   
 ____________________________________________________          ____________________________________________________ 
 City / State:                                                                                             City / State: 
  
 Pet’s Name: _________________________________________          Breed: ______________________      Color: ________________ 
 Species: ____________________________________________           Sex:      M    F    Neutered / Spayed    Birthday: _____________ 
 Vaccinations Due:   Distemper _________________________           Rabies _________________   Other _______________________ 
 Allergic Reactions? _____________________________________________________________________________________________ 
 Significant Medical Conditions, Surgeries, Injuries? 
  
 Pet’s Name: _________________________________________          Breed: ______________________      Color: ________________ 
 Species: ____________________________________________           Sex:      M    F    Neutered / Spayed    Birthday: _____________ 
 Vaccinations Due:   Distemper _________________________           Rabies _________________   Other _______________________ 
 Allergic Reactions? _____________________________________________________________________________________________ 
 Significant Medical Conditions, Surgeries, Injuries? 
  
 Pet’s Name: _________________________________________          Breed: ______________________      Color: ________________ 
 Species: ____________________________________________           Sex:      M    F    Neutered / Spayed    Birthday: _____________ 
 Vaccinations Due:   Distemper _________________________           Rabies _________________   Other _______________________ 
 Allergic Reactions? _____________________________________________________________________________________________ 
 Significant Medical Conditions, Surgeries, Injuries? 
  
 Pet’s Name: _________________________________________          Breed: ______________________      Color: ________________ 
 Species: ____________________________________________           Sex:      M    F    Neutered / Spayed    Birthday: _____________ 
 Vaccinations Due:   Distemper _________________________           Rabies _________________   Other _______________________ 
 Allergic Reactions? _____________________________________________________________________________________________ 
 Significant Medical Conditions, Surgeries, Injuries? 
 
PLEASE SIGN: I understand that professional fees are to be paid in full at the time services are rendered.  
  
  
 
__________________________________________                  _____________________________ 
Signature of Owner, Agent, Good Samaritan (Circle one)                        Signature of Spouse 


