
30A Vet  
NEW CLIENT INFORMATION 

Return completed form to:   info@30Avet.com or print and fill at your convenience for initial consultation. 

Today’s Date:  _____ /_____/_____ 

Dr._____     Mr._____  Mrs._____  Ms.______ 

First Name: _____________________________  MI: _____  Last Name:_________________________ 

Address: __________________________________________City: __________________ State: _______ 

ZIP: ____________     Email: ________________________________  Phone:______________________ 

Do you authorize us to request or transfer records from your current Veterinary practice? Yes____ No___ 

Name of  Practice:___________________________________                  Phone:______________________ 

Do you have Pet health insurance? _____  Name of Pet Insurance company________________________ 

Reason for visit: (Brief description)___________________________________________________________ 

 
   ***************************************************************************************************************** 

How did you hear about us?       Referring D.V.M _______________________________________________ 

30A Website?________   Drive By________     Humane Society________ Chamber of Commerce________ 

Friend________     Whom can we thank?______________________________________________________ 

CONSENT: 
You may be asked to sign a treatment plan confirming authorization of treatment after a tentative diagnosis. The 
details of treatment, the risks of treatment, and/or the risk of not treating will be explained to you. You may also 
be asked to provide a deposit if hospitalization is required. 

NAME OF SPOUSE/CO-OWNER to make decisions if other than you:  

_________________________________________________________________________________________ 

Email: ___________________________________________________  Phone:_________________________ 

METHOD OF PAYMENT TODAY: 
Payment is required at the time of service. For your convenience, we accept Discover, Mastercard, Visa, 
American Express, cash, or check (with a valid driver’s license). 

Please check one:      Cash________      Check_______     Debit/Credit________    CareCredit________ 

mailto:info@30Avet.com


30A Vet  
NEW CLIENT INFORMATION 

info@30avet.com 

Return completed form to:  info@30Avet.com or print and fill for initial consultation. Please include “New Client” in 

subject line. 

PET #1 PET #2 PET #3

Pet’s Name:

Age/Birthday:

Species: (cat,dog,ect.)

Breed:

Color:

Weight:

Sex: Male  ___    Female ___ Male  ___    Female ___ Male ___     Female ___

Neutered or Spayed? Yes ____     /  No ____ Yes ____     /  No ____ Yes ____     /    No ____

Medica'ons: 

Major Surgeries: 

Has your pet had a 
reac'on to Vaccines in 
past? If yes, specify 
which Vaccine

Yes ____     /  No ____ 

Name of Vaccine:

Yes ____     /  No ____ 

Name of Vaccine:

Yes ____     /  No ____ 

Name of Vaccine:

Food Allergies: Yes ____     /  No ____ Yes____    /    No____ Yes ____     /  No ____

Drug Allergies: Yes ____     /  No ____ Yes ____     /  No ____ Yes ____     /  No ____

Behavioral Problems :
(list any we need to be 
aware of ) 

Treats/ Snacks:

Add addi'onal notes 
here: 

mailto:info@30avet.com
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