
 
 

               Phone:  503.246.9689   Fax: 503.246.6407   www.heartvet.com 

 

“Absolute Love for Pets” 

 
Thank you for the opportunity to care for your pet(s).  So that we may become better acquainted, please complete the following. 

 

Owner Information 

 
Name(s) of owner(s)___________________________________________________________________________________________ 

 

Address_____________________________________________________________________________________________________ 
       street address   city   state   zip code 

 
                         □home                                            □home       
Phone number(s):___________________________□cell  ____________________________□cell  ____________________________  

                 primary                                                     secondary                                                     work / other     

 

Email address:_______________________________________________________________________________________________ 

How did you hear about us? □ Drove by  □Internet    □Phone book:___________________________ 

□Personal Recommendation:______________________________________________________ 

□Primary Veterinarian,Name:______________________________________________________      Clinic:_____________________________________________________ 

Patient Information 
 

 

Pet 1 
 

Name:_____________________________________ 

□ Dog    □ Cat □ Other:________________ 

Breed:____________________  Color:_______________ 

Sex:    □ Male       □ Female      □ Neutered/Spayed 

Date of Birth/Approx. Age:____________________________ 

 

Previous injury/illness:_______________________________ 

__________________________________________________ 

 

Allergies to medications/vaccinations:___________________ 

__________________________________________________ 

 

Is your pet on any medications or special diets?____________ 

___________________________________________________

___________________________________________________ 

Pet 2 
 

Name:_________________________________________ 

□ Dog    □ Cat □ Other:____________________ 

Breed:____________________  Color:___________________ 

Sex:    □ Male       □ Female      □ Neutered/Spayed 

Date of Birth/Approx. Age:________________________________ 

 

Previous injury/illness:___________________________________ 

_____________________________________________________ 

 

Allergies to medications/vaccinations:_______________________ 

_____________________________________________________ 

 

Is your pet on any medications or special diets?_______________ 

_____________________________________________________ 
_____________________________________________________ 

 

 
Please also complete the Patient History and Policies forms. 


