
 

Cat Care Clinic 

NEW CLIENT FORM 

DATE_________________ 

NAME_______________________________________________________________________________________ 

ADDRESS___________________________________________________________________________________ 
       City   State   Zip Code 

DAY-TIME PHONE______________EVENING PHONE______________MOBILE PHONE_________________ 

PLACE OF 

EMPLOYMENT_________________________________________________PHONE_______________________ 

MAY WE CALL YOU AT WORK?  YES   NO 

EMAIL______________________________________________________________________________________ 

EMAIL PREFERENCE: ____ I would like to communicate through email and text messaging, only 

    ____ I would like to receive emails, only 

    ____ I would like to receive text messages, only 

    ____ Please send reminder cards or call, only 

 

2
ND

 CONTACT NAME_________________________________________________ PHONE_________________ 

EMPLOYER____________________________________________________________PHONE_______________ 

MAY WE CONTACT THEM AT WORK?  YES   NO 

HAS ANOTHER CLINIC TREATED THIS CAT?  YES   NO 

IF YES, WHERE?_____________________________________________________________________________ 

HOW DID YOU HEAR ABOUT US?  HOSPITAL SIGN____WEBSITE____FRIEND____FB____OTHER____ 

WHOM MAY WE THANK? ____________________________________________________________________ 
 

  Cat #1 Cat #2 Cat #3 

Cat's Name       

Breed       

Date of Birth       

Color       

Sex       

Vaccine History:       

Distemper (FVRCP)       

Leukemia (FELV)       

Rabies       

Leukemia/Aids Tested       

 

PAYMENT IS DUE AT TIME OF SERVICES 

WE ACCEPT:   CASH, CHECK, VISA, MASTERCARD, AMERICAN EXPRESS, DISCOVER, CARE CREDIT 


