
ORCHARD ROAD ANIMAL HOSPITAL 
 
Thank you for giving us the opportunity to care for your pet(s).  So we may become better acquainted, please 
complete the following information: 

CLIENT INFORMATION         Date_____/____/____ 
 
Name_____________________________________ Spouse’s Name_______________________________ 

Address_______________________________ City_________________ State _______Zip_____________  

County___________ Home # (______)__________________Best Time to Reach You_________________ 

Work # (_____)____________________________Spouse’s Work #(_____)_________________________  

Driver’s License# ________________________________________       Senior Citizen? Yes ____ No_____ 
         (65 AND OVER) 

E-Mail Address: 
 
How did you hear about Orchard Road Animal Hospital?  Yellow Pages ________   Hospital Sign ________  

Internet _____  Drove By _____ Other________________________________________________________ 

Personal Recommendation____ If so, whom may we thank?______________________________________ 

PATIENT INFORMATION: 

 Pet #1 Pet #2 Pet #3 

Name    

Breed    

Date of Birth    

Color    

Sex; Spayed/Neutered    

 

DATE OF YOUR PET’S VACCINATION: 

 Pet #1  Pet #2 Pet #3 

Rabies    

Distemper    

Fecal (stool sample)    

Heartworm Test    

Bordatella     

Leukemia Test    

NOTE: All fees are due when service is rendered or when your pet is released 
      Client Signature____________________________ 
 
 
I authorize any photos of my pet (name) __________________ to be used by ORAH for viewing on 
their website and/or in the clinic. Examples; Pet of the Month, New Arrivals, and Bulletin updates.
      

Client Signature____________________________ 
_______ I decline to have my pets photo used by the clinic for any purposes 

 
Please ask to schedule a tour today or tour our clinic online at  

www.orchardroadanimalhospital.com 


