
New Client/Patient Information Form

Welcome to Frisco West Animal Medical Center. Our staff is dedicated to the optimum in-patient care and will do 
its utmost to make your pet's stay pleasant and beneficial. Please feel free to ask any questions concerning the 
treatment of your pet or other policies of the clinic. To help serve you better, please provide us with the following 
information. 

  Today's Date: ______________________ 

Name: __________________________________  Spouses Name_______________________________ 

Address:_________________________________  City:__________________  State:______   Zip:________ 

Cell Phone: _________________   Spouse's Cell Phone: _________________   Home Phone: _____________  

 Email Address: ____________________________________________ 

How did you choose our practice?  Google  Nextdoor Location     Other 
(please check)

Personal Recommendation (Whom may we thank? _________________________________________________ 

Patient Information Pet #1 Pet #2 Pet #3 
Name 
Breed 
Date of Birth 
Color 
Sex: (check)     Female  Male 

  Spayed  Neutered 

    Female  Male 

  Spayed  Neutered 

    Female  Male 

  Spayed  Neutered 
Last heartworm prevention 

Previous 
Vet 

Information 

Dr. Name 

Hospital 

Phone 

Any previous illnesses or surgeries?: ___________________________________________________ 
Any allergies to vaccinations or medications?: ____________________________________________ 

Is your pet on any special diets or medications?: __________________________________________ 

______________________________________
Signature of Owner or Agent        Date 

Photo Policy: At times, Frisco West AMC may wish to take photos of your pet for medical and/or promotional purchases. Please 
indicate whether we may use any and all pictures of your pet for either of these purposes.       Yes         No 
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