Welcome to Trailridge Pet Hospital. Our goal is to provide the best possible medical care for your pet and that begins with an accurate medical history. Please provide us with the following information.

((((((((((((((((((((((((((   ABOUT YOU   (((((((((((((((((((((
Date _______________       Is this your first visit to Trailridge Pet Hospital?      YES       NO
Owner's Name(s) __________________________________          Address________________________ City____________________________   State________    Zip_________________ 
Home Phone# _________________   Work Phone#___________________________ 
Cell Phone# _________________      Other Phone#(please specify)__________________
Co-Owner______________________  Relationship to owner ________________________       
E-Mail address:_______________________ Social Security #     _________        ________ 

Would you like to receive our monthly email newsletter?  YES   NO
Preferred method of contact?      E-mail       Cell Phone      Home Phone       Work Phone                                                                                                                                                                       
I was referred by(friend, internet, phonebook):___________________ 
                                              please specify so we can give them credit for referring you!
***All personal information provided is kept confidential***

((((((((((((((((((((((((  ABOUT YOUR PET  ((((((((((((((((((((((
Is this your pet's first visit to Trailridge Pet Hospital?            YES          NO

Name ______________  Breed ________________    Color/Markings ____________________

Birthdate ____________    Weight _______      Sex______    Spayed/Neutered?     YES     NO
Microchip? YES   NO  If yes, brand and number_________________________________

Where did you get your pet? (Breeder, pet store, individual, other) __________________

How long have you had your pet?________________  Diet ____________________________

Where does your pet spend most of its time? (Mark scale) Indoors (--------------------(0utdoors

Is there anything special you would like us to know about your pet?  ____________________ 

_________________________________________________________________________________ 

((((((((((((((((((((((  MEDICAL HISTORY (((((((((((((((((((((((
Previous serious illness, injuries, or allergies ______________________________________

__________________________________________________________________________

Is your pet on Heartworm Prevention? YES    NO    If yes, what brand?___________________

Are you using flea & tick prevention? YES      NO    If yes, what brand?_____________________

Current Medications and/or supplements_________________________________________

For each of the following enter: Date,”?” if unknown, or "0" if not done

           Distemper/Parvo Vacc.  _________
Bordetella Vacc. _______

Rabies Vacc.                  _________
Heartworm Test _______  
Intestinal Parasite Screen ________
Lepto Vacc.       ________
Dewormer                       _________
((((((((((((((((((((((((  PAYMENT  (((((((((((((((((((((((
PAYMENT IS DUE WHEN SERVICES ARE RENDERED. We accept cash, checks, VISA, MasterCard, American Express and Discover. We do not do billing. Our fees are based on several factors - the time spent with you and your pet, the type of medications used, and the nature of the treatment. We can avoid misunderstandings if we talk things over in advance, so please feel free to ask any questions concerning fees or treatment.
I WISH TO PAY BY:             _____Cash   

_____ MasterCard/VISA/Discover

_____ American Express
_____ Check (Bank) __________                                                    
(Social Security # required to write a check)
Signature: _____________________________________________
