
SOUTHWEST VETERINARY HOSPITAL CLIENT/PATIENT INFORMATION SHEET 
 

Owner _______________________________________  Spouse/Other_______________________________________                                                 
                 First                  M.I.                         Last                                            First             M.I.                     Last 
 
Owner CO drivers lic # __________________________        spouse/other CO drivers lic # ________________________ 

 

Children: _____________/ _____         _____________/ ____          _____________/ ____      _______________/ _____                                     
                         Name            age                   name          age                     name            age               name                  age 
  
Address: ___________________________________________________________________________________________________ 

                             Number            (Apt #)         Street                                          City                                          Zip Code 
 

Phones: ______________    _________________   ___________________  ___________________________________ 
                      Home                       Owner work             Spouse/Other work                   Other: fax, cellular 
   **Please mark your preferred contact number with a star.** 
  
E-mail addresses:_________________________________________________________________________________ 

 

Occupation: ___________________________     _________________________    _______________________________ 
                          Owner employer                                         Position                                                  City                                       
                  _________________________        __________________________   _______________________________                                        
                          Spouse employer                                       Position                                                  City 
 
Name & phone of primary emergency contact other than you: ______________________________________________ 

 

How did you first learn of our hospital? 

 saw sign       our web page, swvet.com       Google        LocalVets.com      VetStreet      Other   yellow pages          
 
personal referral by: ___________________________________        ____ other (describe) _______________________ 

 
Previous records at _________________________________________ Should we request a records transfer?_____________ 
 

Preferred payment method:    Cash       Check       Visa/ Mastercard / Discover      Care Credit 
  
 

Hospital policy is that payment is required when service is provided, & deposits are required for hospitalized cases.  
This hospital does not have a billing program.  However, if credit is required, each case will be considered by individual 
circumstance after a credit report is obtained.  If you believe you will need credit, it should be requested in advance.   
If billing occurs under any terms, there will be interest assessed at the rate of 21% per annum (1 ¾% per month).  
I have read and understand these statements. 
 

***Signed & agreed to in Arapahoe County, Colorado ___________________________________________________ 
 
 
 
PET NAME ______________________________________________     Insured? ______________________________ 
SPECIES (circle one)   dog   cat   bird   other (specify) _____________  Date of Birth ____________________________ 
COLOR ___________________  BREED _____________________________  SEX (circle one)  M   F   Altered?  Y   N 
Date of last vaccines _________________________________  Date of last teeth cleaning _______________________ 
Any drug or anesthetic sensitivity? ____________________________________________________________________ 
Major medical history (accidents, illness, etc.) ___________________________________________________________ 
 
PET NAME ______________________________________________     Insured? ______________________________ 
SPECIES (circle one)   dog   cat   bird   other (specify) ____________  Date of Birth _____________________________ 
COLOR ___________________  BREED _____________________________  SEX (circle one)  M   F   Altered?  Y   N 
Date of last vaccines _________________________________  Date of last teeth cleaning _______________________ 
Any drug or anesthetic sensitivity? ____________________________________________________________________ 
Major medical history (accidents, illness, etc.) ___________________________________________________________ 
 
Are all of your pets listed above?  If not, please tell us about them – we can do a better job for you if we’re aware of all of 
the animal interactions in your home! 


