
  CLIENT AND PATIENT INFORMATION 
 
 
DATE:___________________ 
 
CLIENT NAME:  
 
Mr./Mrs./Ms._____________________________________SPOUSE/OTHER:____________________ 
 
ADDRESS:_________________________________________________APT#_______ 
 
CITY:____________________________________STATE:________ZIP:__________ 
 
HOME TELEPHONE:_________________WORK TELEPHONE:____________________ 
 
FAX:_____________________________CELL NUMBER:_______________________ 
 
EMPLOYER'S NAME_______________________________________________________________ 
 
Which telephone numbers may we call for routine matters regarding your pet? 
 
 _____Home     _____Work     _____Fax     _____Cell 
 
Who should we call in case of an emergency?_________________ 
 
How did you first hear of our rehabilitation center? 
 
_____ Veterinary referral _____Yellow pages _____ Sign/location _____Other__________ 
 

  • To prevent the spread of infectious diseases and parasites, animals utilizing this facility must be 
current on core vaccinations and free of internal and external parasites. 

  • The owner or undersigned agent acknowledges and accept the responsibility for the inherent risk 
associated with swim therapy and recreational swimming of dogs.  Similar to dogs swimming 
elsewhere, complications may include ear infections, injury or altercations with other dogs.  Our 
staff will try to minimize these complications, but should they occur, the owner is encouraged to 
seek medical attention from their veterinarian. 

  • We will gladly prepare a written estimate if you desire.  Please ask the therapist.  Professional 
fees are due at the time services are rendered. 

  • Any unpaid balances are subject to interest at the annual rate of 16% (1.33% per month).  A fee 
of $15.00 will be charged for any returned checks.  In the event it is necessary to commence legal 
action to collect on the unpaid amounts, the client will be responsible for reasonable attorney's 
fees and other expenses of collection. 

 
The client or agent understands and agrees to these terms. 
 
Signature:______________________________________  
 
Date_______________________ 

 



 
 
 
 

MEDICAL HISTORY OF YOUR PETS 
 

 PET #1 PET #2 PET #3 
DOG’S NAME 
 

   

VETERINARIAN OR 
ANIMAL HOSPITAL 

   

BREED 
 

   

COLOR 
 

   

AGE (years) 
 

   

DATE OF BIRTH 
 

   

SEX 
 

   

# YRS OWNED 
 

   

SPAYED/NEUTERED? 
 

   

DATE OF VACC: 
 

   

   rabies    
   distemper/parvo    
   kennel cough    
    
TYPE OF FOOD 
 

   

SUPPLEMENTS?    
PRIOR ILLNESS 
 

   

PRIOR SURGERY 
 

   

SENSITIVITIES 
 

   

    
    
    

 
 
Boarding Kennel and/or Groomer used?____________________________________________ 
 
Is there anything else we should know about your pet(s)? 
 
__________________________________________________________________ 


