
 

 

Client Information 
Date: ______/ ______/ ________ For office use only: _____________ 

Please tell us the name and phone number of your regular veterinary clinic. This will allow us to 

send them a record of tonight’s visit to insure the accuracy of your pet’s medical history. 

Pet Information 
Patient 
Name: 

Medical conditions: 

Circle One:  DOG    CAT 
OTHER-specify 

Breed: Sex:  circle one 
Male      Female  Spayed Female  Neutered 

Birth date:  /  / Color: Markings: 

PPPPAAAAYYYYMMMMEEEENNNNTTTT    DDDDUUUUEEEE    AAAATTTT    TTTTIIIIMMMMEEEE    OOOOFFFF    SSSSEEEERRRRVVVVIIIICCCCEEEE    
We accept Cash, Care Credit, Scratchpay, American Express, Visa & Mastercard, Discover, Travelers Checks, 
and Money Orders. Payment with Care Credit will require a picture i.d. I have read and understand the following terms,  

Signature___________________________________________________ 

Primary Owner: First Name Middle Initial Last Name 

Street Address: 

City: State: Zip Code: 

Spouse/Secondary 
Owner: 

First Name Middle Initial Last Name 

Phone Numbers: 
Home: 

Primary 
Owner's 
cellular: 

Primary 
Owner ‘s 
Work  phone: 

Spouse/ 
Secondary's 
cellular: 

Email 
Address: 

Primary Owner Spouse/SecondaryRegular 
Veterinarian: 

Regular 
Veterinarian’s 
Number:

Hillside Veterinary Clinic 
6150 E. Mockingbird, Suite 101 

Dallas, TX 75214 
T. 214.824.0397  Fax 214.824.0160

www.hillsidevetclinic.org 
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