
CAMERON ANl~L HOSPITAL 
417 BLOOMFIELD A VENUE 

MONTLCLAIR, NJ 07042 
(973) 744-2052 

NEW CLIENT/PET FORM 

-OWNER'S NAME ___________________________ _ 
ADORES$ ___________ _,.... ___ • CITY_--,--__ -'--STATE_ZIP __ _ 

;, HOMEPHONE _______ ._CELL ________ WORK. _________ _ 

CO-OWNER(EME~GENCYCONTACT} __ _._ _________ PHONE. ________ _ 

PET INFORMATION 

PET'S NAME _________ _ 
DOB ____________ _ 

SPEOES_· __________ _ 

BREED _____ COLOR. ___ _ 

FEMALE SPAYED Y N 

MALE NEUTERED y N 
~CTOCHIP# _________ _ 

LIST OTIIBR PETS IN HOUSEHOLD 

MEDICAL CONDWONS/CURRENT 
MEDICATIONS 

DIET 

VACCINE IDSTORY (indicate the date 
-(month/year) your pet received the following 
vaccination 

CANINE DISTEMPER. ____ crv ___ _ 
LYME. ____ B_ORDATELLA. ____ _ 

· RABIES fELINE DISTEMPER. ___ _ 
FELINE LEUKEMIA ___ _ 

DENTAL CARE 

DATE OF LAST CLEANING. ______ _ 

DO YOU BRUSH YOUR PET'S TEETii Y N 

HEAR1WORM PREVENTATIVE BRAND 

FLEA/fICK 
' 

PREVIOUS MEDICAL RECORDS (NAME OF 
HOSPITAL)· 
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