          St Laurent Animal Hospital
[image: ]            PATIENT INTAKE FORM



Name: _______________________________________________________________________________
Partner/Spouse: _______________________________________________________________________
Address: _____________________________________________________________________________
Suite/Apt: ______________				Postal Code: ____________________________
City: ___________________________________
Phone: ___________________________	E-mail: _______________________________________
Alternate phone: ________________________	Contact preference: 	Phone 		E-mail 

Pet Name: ______________________________________      Species: ____________________________
Breed: _______________________________________	Colour: _________________________________
Age or DOB: ________________________	Sex: Male           Female	         Spayed	    Neutered
Previous Veterinarian: __________________________________________________________________
Medications/Supplements: ______________________________________________________________
Allergies: _____________________________________________________________________________
Current diet (include treats): _____________________________________________________________

Do you give consent for St Laurent Animal Hospital to take photos of your pet to use for social media such as Facebook and Instagram? 	Yes		No  

Signature: _______________________________	Date: __________________________________
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