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Practice Name:_ ________________________________

_________________________________________

Veterinarian: __________________________________

Circle Credit Card Type:         VISA     MASTERCARD      AMX      DISCV

C.C. #:______________________________________

Exp. Date:____________________________________

Address:_____________________________________

City:_______________________________________

State/Zip:____________________________________

Phone #:_____________________________________

FAX #:_ _____________________________________

Contact Person:_________________________________

Signature:____________________________________

Practice Order Information
fax to 888-302-8832

PLEASE EMAIL LOGO: phil@philwinter.com

Clinic Forms

Include AAHA logo in brochure
o	 YES            o   NO

Size 8.5” x 11”  
o  Assessing Your Pet’s Health Risk  ($79 for custom setup)
o  Authorization For Anesthetic Procedure ($79 for custom setup)
o  Authorization For Dental Procedure ($79 for custom setup)
o  Senior Care Health Checklist  ($79 for custom setup)
o  New Client and Patient Information ($129 for custom setup)
o  Pet Wellness Report Card ($179 for custom setup)

o  OTHER: ____________________________

PDF FILE FORMAT DESIRED
o  High Resolution Print PDF File (best for laser printers)
o  Web Site Resolution PDF File (best for client downloads)

We can design a variety of client hospital forms.  Just tell us what you need 
and we can create a form to meet your unique practice requirements.

These forms can be designed as a PDF web file so your clients can download them 
from your web site.  We can also print them for you or provide you with a high 
resolution PDF file so you can print them on demand with your laser printer.

Assessing Your Pet’s Health Risk

Have you introduced or do you intend to introduce a 
puppy, adult dog, kitten or cat into your household?

Do you have more than one dog 
or cat in your household?

Is your pet(s) allowed to be outdoors unsupervised? 

Do you take your pets(s) on trips outside the
south Puget Sound area?

Do you board, professionally groom, show 
your pet(s) or take them to daycare?

Do you take your dog(s) hunting, swimming, hiking 
in areas with increased exposure to mosquitoes, 
ticks, wildlife or access to rivers or streams?

Do you have preteen children in your home?

Are there any children or adults in your home 
that are immune compromised from such 
diseases as diabetes or cancer therapy?

CANINE PET(s) FELINE PET(s)

❑  YES      ❑ NO

❑  YES      ❑ NO

❑  YES      ❑ NO

❑  YES      ❑ NO

❑  YES      ❑ NO

❑  YES      ❑ NO

❑  YES      ❑ NO

❑  YES     ❑ NO

❑  YES      ❑ NO

❑  YES      ❑ NO

❑  YES      ❑ NO

N/A

❑  YES      ❑ NO

N/A

❑  YES      ❑ NO

❑  YES     ❑ NO

Please tell us about your pet(s) diet (what brand of food(s) are you feeding): ______________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

Client: _________________________________  Pet: _________________________ Date: _________________

Individualized Health Care Plans –  After completing a pet health examination, your veterinarian 
will evaluate your pet’s age, breed and lifestyle to determine the risk of potential disease.  After 
discussing your pet’s needs, we will design a preventive health care and vaccination plan that is best 
for your pet.  Our goal, as always, is to help your “best friend” live a long, happy and healthy life.
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Senior Care Health Checklist
Owner’s Name: __________________________________________     Pet’s Name: ________________________________

Species: ______________________   Breed: _______________________   Age: _____________  Sex:  ________________

3819 North 25th St.   •   Tacoma WA. 98406-5317   •   Ph. (253) 752-2265   Fax. (253) 759-2487   •   www.northendpethospital.com
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When Is Your Pet A Senior?
(equivalent age in human years based on your petʼs weight)

We love our Senior Pets and have put in place the North End Pet 
Hospital Senior Care Program.  Our hope is that by expanding our 
e�orts to educate clients about the needs of their senior pets, we can 
improve substantially the quality of life of all our patients as they age.

Our pets age quickly and serious health problems can arise quickly.  Problems 
such as diabetes, endocrine disorders, kidney failure, heart disease, and cancer, all 
are life-threatening to your pet unless they are discovered in the earliest stages. 

We ask for your help in providing us with information about 
how your pet is doing at home.  This important information 
may reveal some areas of concern you weren’t aware of. 

SENIOR HEALTH CARE - SIGNS OF CONCERN YES NO

Difficulty climbing stairs
Difficulty jumping up
Increased stiffness or limping
Loss of house training or house soiling
Changes in litter box habits & elimination (cat)
Increased thirst
Increased urination
Changes in activity level
Excessive panting or breathing problems
Circling or repetitive movements
Confusion or disorientation
Excessive barking /meowing
Less interaction with family/hiding
Decreased responsiveness
Skin and haircoat changes/lumps & bumps
Tremors or shaking
Excessive scratching
Change in sleeping patterns or location
Less enthusiastic greeting or behavior
Altered appetite
Weight change
Bad breath (this is a serious sign of disease)

Other areas of concern:  _______________________
_____________________________________
_____________________________________

CLIENT AND PATIENT INFORMATION

3819 North 25th St.   •   Tacoma WA. 98406-5317   •   Ph. (253) 752-2265   
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CASE #

We are pleased to welcome you to our practice.  Please take a few minutes to �ll out 
this form as completely as you can.  If you have questions we’ll be glad to help you.  
We look forward to working with you in maintaining your pet’s health.

Client Information

Owner Contact Information

Name:______________________________________________________

Mailing Address:  _______________________________________________

City: _________________________  State: ______  Zip:  ________________

Home Ph: _______________________  Cell Ph:  _______________________

Email Address:  ________________________________________________

Employer:  ___________________________________________________

Business Address:  ______________________________________________

Occupation:  ____________________  Bus. Ph:  ________________________

Choice of payment:   ❑ Cash/Check      ❑ VISA/MasterCard/Discover

Notify in case of emergency :  ______________________________________

Home Ph: ______________________  Other Ph: ______________________

Please tell us how did you learn about us? 

❑ Saw your sign    ❑ Yellow Pages    ❑ Received a mailing    ❑ Referred by a friend

Who may we thank for the referral? __________________________________

Spouse or Co-Owner Contact Information

Name:______________________________________________________

Home Ph: _______________________  Cell Ph:  _______________________

Email Address:  ________________________________________________

FINANCIAL POLICY:  NORTH END PET HOSPITAL requires payment in full for 
professional services when your pet is discharged from the hospital.  As legal owner 
or responsible agent of the above animal(s), I certify that I have read and agree to this 
�nancial policy.  I hereby assume �nancial responsibility for all services rendered.

Signature of owner or agent: ____________________________  

Date: _____________________________

Pet Information #1
Pet’s Name: _______________________________________

Pet Species:     ❑ Canine       ❑ Feline       ❑ Other: ________________  

Breed: _____________________  Color:  _________________

Sex:  ❑ Male     ❑ Female      Age: ______  Birthdate:  _____________

Tatto or Microchip:   ❑ Yes   ❑ No    

Neutered/Spayed:   ❑ Yes   ❑ No    If yes, at what age:  _____________     

Pet’s temperament:  ❑ Outgoing/Social    ❑ Neutral    ❑ Shy    ❑ Aggressive    

What vaccines has your pet received?   Date received: ______________  
     DOG:  ❑ DHPP   ❑ Rabies   ❑ Parvo   ❑ Bordetella    ❑ Lepto

     CAT:  ❑ FVRCP   ❑ Rabies   ❑ Leukemia

Heartworm Test:     ❑ YES   ❑ NO    Date received: ________________

Fecal Stool Sample:     ❑ YES   ❑ NO    Date received: _______________  

Please list any prior illness or surgery:  _______________________

_______________________________________________

Taking any special diets or medications:  ______________________

_______________________________________________

Pet Information #2
Pet’s Name: _______________________________________

Pet Species:     ❑ Canine       ❑ Feline       ❑ Other: ________________  

Breed: _____________________  Color:  _________________

Sex:  ❑ Male     ❑ Female      Age: ______  Birthdate:  _____________

Tatto or Microchip:   ❑ Yes   ❑ No    

Neutered/Spayed:   ❑ Yes   ❑ No    If yes, at what age:  _____________     

Pet’s temperament:  ❑ Outgoing/Social    ❑ Neutral    ❑ Shy    ❑ Aggressive    

What vaccines has your pet received?   Date received: ______________  
     DOG:  ❑ DHPP   ❑ Rabies   ❑ Parvo   ❑ Bordetella    ❑ Lepto

     CAT:  ❑ FVRCP   ❑ Rabies   ❑ Leukemia

Heartworm Test:     ❑ YES   ❑ NO    Date received: ________________

Fecal Stool Sample:     ❑ YES   ❑ NO    Date received: _______________  

Please list any prior illness or surgery:  _______________________

_______________________________________________

Taking any special diets or medications:  ______________________

_______________________________________________

Please tell us any special information you would like to include:
_________________________________________________

_________________________________________________

_________________________________________________

_________________________________________________

_________________________________________________

_________________________________________________

_________________________________________________

_________________________________________________

_________________________________________________

_________________________________________________

_________________________________________________


