Welcome to Brighton Animal Clinic
Referred by___________________________________________

Owner’s Name_________________________________________

Address______________________________________________

City______________________State_____Zip________________

Primary Phone Number (     )___________Bus Phone (    )__________

Owner’s Employer___________________ Owner’s SS#__________

E-Mail Address_________________________________________

Pet’s Name_________________Date of Birth__________________

Canine? Feline? Other? (please specify)___________Sex___________

Neutered-male (yes or no)_______Spayed-female (yes or no)_________
Breed________________Color__________ Markings___________

Does your pet have any allergies? (if yes, please specify)______________________________________________

Is your pet currently on any medications (including flea/tick and heartworm prevention)?___________________________________

When was the last time your pet was vaccinated?__________________

Where may we obtain records from?___________________________

Does your pet have any ongoing medical conditions?________________

We accept cash, checks, Visa and Mastercard.  Payment is expected at time of services rendered.  By signing this form you agree to accept financial responsibility for the treatment of the above named pet.  

Owner or Responsible Party’s Signature________________________
