
Existing Client Form  
To help us get our system back up to date please complete the information below. 
We thank you for your patience and understanding. 

Please return via email: contact@yourpetsvet.com.au or drop into the clinic 

   

 

👥  OWNER’S DETAILS 

Title  

First Name  

Surname  

Mobile Number  

Home Number  

Work Number  

Email Address  

Home Address                                                                                             Suburb:                                 Postcode: 

Partners Name                                                                                           

Partners Mobile  

Other contact 
Name & number 

 

🐾  PET’S DETAILS PET 1 PET 2 

Name   

Species Dog     Cat      Other: Dog     Cat      Other: 

Breed   

Colour   

Sex Male    Female  Male    Female 

Desexed Yes  /  No Yes  /  No 

Age or DOB   

Microchipped Yes  /  No  Yes  /  No   

M’Chip Number   

Last Vaccination Type:                                    Date Given: Type:                                    Date Given: 

Proheart Inj (dogs) Date Given:                                                                                        Date Given:                                                                                        

Ongoing Cartrophen 
or Zydax injections? 

Date Given:                                                                                        Date Given:                                                                                        

Food/Med Allergies Yes  /  No  Details: Yes  /  No  Details: 

Repeat medications 
currently taking 

  

Insured Yes  /  No    

If yes, Company:                              

Policy No.:                                          

Start Date: 

Yes  /  No    

If yes, Company:                              

Policy No.:                                          

Start Date: 

History of chronic 
disease, illness?  

Or other important 
medical history? 
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