
Do you have insurance for your pet?             YES          NO 

 

General Pet Information (to be filled out by pet owner or responsible agent and updated AT LEAST EVERY 30 DAYS) 

Owner Name _______________________________________ Pet Name ___________________________________________ 

Briefly, what is the main reason that you have brought your pet to us today? 
 (Individual services may have more detailed questionnaires.) 
 

Are vaccines current?              YES    NO  Kennel cough vaccine current?        YES    NO 
 
Has your pet had any of the following?    * Please use this space for health condition additions. 
Allergies    Yes   No  Please specify: 
Anesthesia problems                 Yes   No 
Heart problems   Yes   No 
Seizures    Yes  No 
Diabetes   Yes   No 
High blood pressure  Yes  No 
Abnormal thyroid levels Yes  No 
Feline leukemia or AIDS Yes   No 
 

Any VOMITING, COUGHING, DIARRHEA, or LOSS OF APPETITE in the last 30 days? Please explain. 
 

Any BEHAVIORAL PROBLEMS, such as aggression or separation anxiety? Please explain. 
 

List PRESCRIPTIONS administered during the last 30 days. (Exclude heartworm and flea/tick.) 
 
Drug name Dosage (size/amount) How/Where Frequency Last given Brought Today? Amount 
 

1.              YES             NO 
 

2.              YES             NO 
 

3.              YES             NO 
 

4.              YES             NO 
 
Has your pet been given any ASPIRIN or other non-steroidal pain meds within the last 30 days?     YES            NO 
 
What is your pet’s CURRENT DIET? 
 
Has your pet been FASTED TODAY?  YES         NO   How long? 
 
Does your pet have any DIETARY RESTRICTIONS/FOOD ALLERGIES?        YES         NO      
If yes, please list. 
 
 

Are there any SPECIAL NEEDS your pet requires that we should know about?  If yes, please explain. 
 

 
• SHOULD ANESTHESIA BE NECESSARY FOR TREATMENT, OUR VETERINARIANS REQUIRE THAT BOTH A 

COMPLETE BLOOD COUNT AND A FULL CHEMISTRY PROFILE HAVE BEEN RUN WITHIN THE LAST 30 DAYS. 
• WE CANNOT BE RESPONSIBLE FOR ANY ITEMS LEFT WITH YOUR PET DURING THEIR HOSPITALIZATION 

 
 
Owner signature _____________________________________________________Date_________________ Time______________ 



T: 610-647-2950 ǀ F: 610-296-3835 ǀ VRCMalvern.com 
330-340 Lancaster Avenue, Malvern, PA 19355 

 

 

Today’s Date: __________________ 

Owner Registration 

Owner Name: ____________________________________ Spouse/Co-Owner: _____________________________________ 

Address: ______________________________________________________________________________________________________ 

City: __________________________________________________    State: ____________   Zip: ____________________________ 

Primary Phone: _____________________________________   Secondary Phone: __________________________________ 

**We must be able to reach you by phone 24 hrs./day should your pet be hospitalized** 

Co-Owner Primary Phone: _________________________________________________________________________________ 

 

Email Address: _______________________________________________________________________________________________ 

Driver’s License Number (only if writing a check): _______________________________________________________ 

 

 

 Patient Registration 

 Pet Name: _______________________________________Breed: _____________________________ Color: _________________ 

 Sex (Please circle one): Female Female Spayed  Male  Male Neutered  

 Weight: __________________ Date of Birth: ________________________ or Age: __________________________ 

 

Veterinarian Information 

1. Primary Vet: _______________________________________________________________________________________________ 

Practice Name: ____________________________________________________________________________________________ 

2. Referring Vet (If different from Primary): ______________________________________________________________ 

Practice Name: ____________________________________________________________________________________________ 

To whom should we send a referral report? _______________________________________________________________ 
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