
New Patient Form 

Please provide the information below as completely as possible. All information is strictly 

confidential. All fields with an asterisk (*) are required. 

Owner/Caregiver* 

Partner/Spouse 

Street Address* 

City* 

State* 

Zip Code* 

Driver's License #* 

Email* 

Employer* 

How did you hear about us?* 

 Advertisement 

 Friend/Family 

 Veterinarian 

 Drove by Location 

 Internet 



 

Phone Numbers: 

 

Home Phone       Cell Phone 

 

Alternate Phone 

 

Emergency Contact  

in case Owner cannot be reached (name, relation, phone number): 

 

Pet's Information 

Pet's Name* 

 

Species* 

 

Breed (if applicable) 

 

Age* 

 

Gender* 

 

Color/Markings* 

 

 

 

 



Spayed/Neutered?* 

 Yes 

 No 

 Unknown 

 

Are Vaccinations Current?* 

 Yes 

 No 

 Unknown 

 

Does your pet have insurance?* 

 Yes 

 No 

If so, what insurance company is used? 

 

Referral Information 

Referring Veterinarian 

 

Clinic Name       Clinic Phone 

 

 

Do you have X-Rays? 

 Yes 

 No 

Referral Notes 

 



Statement of Ownership 

By checking below you certify that you are the owner and or agent of the above 

animal and have the authorization to consent to treatment if and when it is needed. 

 I agree 

Signature: ____________________________ 

Comments: 

 Fax: 425.486.9002
 Email Us

The Center for Bird and Exotic Animal Medicine 
11401 NE 195th Street Bothell, WA 98011 
425.329.4407
425.361.0959
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