
 
New Client Form 
Owner’s Date of Birth: _________________________ 
(for controlled substances) 

 
 

Name  _________________________________     Spouse’s Name  _______________________________ 
Address ______________________________________  City _______________________  Zip _____________ 
Home Number (      ) ________________   Cell (      ) ________________   Other (      ) ________________ 
Email Address _____________________________ Spouse’s Email ___________________________________ 
Occupation ____________________________       Spouse’s Occupation ______________________________ 
Drivers License # _______________________        Referred By: _____________________________________ 
Your Preferred Pharmacy _______________________________      Phone Number (      ) ________________ 
 
Patient Information 
Pet #1:                                                                          Pet #2 
Name __________________________________       Name _________________________________ 
Breed __________________________________      Breed _________________________________ 
Date of Birth _____________________________     Date of Birth ____________________________ 
Color ___________________________________      Color __________________________________ 
Sex: (circle)       Female                    Male                    Sex: (circle)      Female                      Male 
                           Spayed                Neutered                                           Spayed                   Neutered 

Any previous illnesses or surgeries? __________       Any previous illnesses or surgeries? _________ 
________________________________________       _______________________________________ 
________________________________________       _______________________________________ 
________________________________________       _______________________________________ 
Any allergies to vaccinations or medications?              Any allergies to vaccinations or medications? 
________________________________________       _______________________________________ 
________________________________________       _______________________________________ 
 
Is your pet on any special diets or medications?          Is your pet on any special diets or medications? 
________________________________________       _______________________________________ 
________________________________________       _______________________________________ 
 
Previous Veterinarian Information 
Hospital/ Dr ____________________________________   Phone ________________________________ 
 
Professional fees are to be paid at the time they are performed. Please circle preferred method of payment: 
                                           Visa          MasterCard          Check         Cash 
 
Signature of Owner or Agent _______________________________________________ 

Village Square Veterinary Hospital 
884 Portola Rd, 

Portola Valley CA 94028 
(650) 8513244 


