
 

 

 

Client Information 

Client Name (nombre del cliente)  

Address & Apt # (Dirección y Apartamento)  

City, State, Zip Code (Ciudad, Estado, 
Código Postal) 

 

Email address 
(Correo Electrónico) 

Telephone 
(Telefono) 

  

 
Patient Information 

Pet’s Name (Nombre de Mascota)  

 Dog(Perro)  
 Cat(Gato)  

 Spayed (Esterilizado)        
 Neutered (Castrado) 

Breed (Raza):  

 Male (Masculino)  
 Female (Hembra)  

Color (Colore): Date of Birth/Age (Anos): Microchip (Pastilla): 

Markings (Marcas): 

 
Medical History 

Date of last vaccines (Fecha de las ultimas 
vacunas): 

 

Do you have any medical records (Tienes algun 
historial medico)? 

 
Please check any symptoms or problems that you have noticed about your pet (Verifique 
cualquier sintoma o problema que haya notado sobre su mascota): 

 Coughing    Lack of appetite  Vomiting 
 Bleeding Gums  Discharge from Vagina  Lethargic 
 Breathing Problems  Limping  Increased Thirst 
 Diarrhea  Itchy  Ear issues 
 Eye Issues  Lumps  Seizures 

 
Reason for your visit (Razon de la visita):                                                                                              


