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WELCOME TO WOLF MERRICK ANIMAL HOSPITAL 
Thank you for choosing our facility.  In order to serve you properly we will need ALL of the following information.  

All the information will be strictly confidential.  PLEASE PRINT. 

 

Owner: _____________________________________________________________________________ 

Address: ______________________________________________________________________________ 

City:   _________________________________        State: _________ Zip Code: _______________ 

Home Phone:     (____)__________________________    Pager/Cell: (____)____________________________ 

Business Phone:(____)__________________________    May we attempt to contact you at work?   _________ 

Employer: ____________________________________   Address:___________________________________ 

   Email: _____________________________________ 

Co-Owner: _______________________________    Emergency Contact:   ___________________________ 

Business Phone: (____)________________________    Phone:  (____)_________________________________ 

-------------------------------------------------------------------------------------------------------------------------------------------------- 

We will need the following information for payment by check: 
 

Driver's License #___________________________     SS#___________________    Date of Birth___________ 

Co-Owner’s 

Driver's License #___________________________     SS#___________________    Date of Birth___________ 

--------------------------------------------------------------------------------------------------------------------------------------- 

Patient's Name:  __________________________________________ Birth Date: _______________________ 

Species (dog, cat, other): ____________ Breed: ________________________Color: _____________________ 

Gender (check): MALE [   ]   NEUTERED? [   ]  FEMALE [   ]   SPAYED? [   ]  

� Drug allergies?  YES / NO.   If yes, please name drug(s)_________________________________________________ 

� Has your pet been treated for any illness in the past year? YES / NO.  Specify problem(s), medication:   

______________________________________________________________________________________________

______________________________________________________________________________________________ 

______________________________________________________________________________________________ 

Previous Veterinarian(s) where past records can be obtained:_________________________________________________ 

__________________________________________________________________________________________________ 

 

 

How did you find     ___Yellow Pages         ___ Drive-by/Sign           ___ Mailing              ___ Previous Client            

out about us?         ___ Internet                   ___ Referred by Friend (name)_______________________________  

         ___ Referred by (circle)   Shelter /   Pet Store /   Groomer (name) _______________________________________ 

 

I assume responsibility for all charges incurred in the care of this pet.  I have read and understand the Wolf Merrick 

Animal Hospital Payment Policy.  I understand that payment, in the form of cash, check, VISA/MASTERCARD, 

AMERICAN EXPRESS, or DISCOVER, is due when services are rendered.  A deposit will be required for all 

hospitalized pets.                                                                        

Owner or Responsible Party _____________________________________ Date______________ 


