
WE L C OM E  TO  THORP E  ANIMA L  HOSPI T A L
167 8  Mayfield  Rd    Lapeer  Mi 484 4 6

810- 664- 223 3  Main/  810- 664- 220 3  Fax

Than k  you  for  giving  us  the  opport u ni t y  to  care  for  your  pet.  We’ll  be  happy  to  
ans w e r  any  question s  you  have  about  your  pet’s  health.  To  insure  the  best  care  possible,  
please  take  the  time  to  fill  in  this  for m  completely.  Than k  you!

Ow ne r s  Na me_______________________________________ Spouse/Othe r___________________________

Addre s s________________________________ City_______________________ Zip_______________________

Home  Phone__________________ Wor k  Phone  __________________Cell  
Phone_______________________

E- Mail ________________________________________  Refer r ed  By____________________________________

Drive r s  License  #_______________________________________________  DOB__________________________

Emplo ye r’ s  Na me  &  Addre ss___________________________________________________________________

In  Case  Of  Eme r ge nc y , Please  
Call_______________________________________________________________

Reaso n  for  Visit________________________________________________________________________________

Would  you  prefe r  EMAIL  vaccine/appoin t m e n t  reminde r s ?
_____________________________________

PE T  HEA L T H  HISTO R Y :

Pet’s  Na me____________________________ Date  of  Birth_________________ 
Weight___________________

Type  of  Ani m al:    Canine_____________  Feline______________ Other  
_______________________________

Sex:      Male___________  Fe m ale______________  Spa ye d/Ne u te r e d  
_________________________________

Breed__________________________________________  Color  __________________________________________ 

Vaccina t io n  Histor y:  Date  and  Type  of  Last  Vaccina t io n s  
_______________________________________

_________________________________________________________________________________________________

Please  List  Any  Cur re n t  Medicatio ns  That  Your  Pet  Is  On  
_______________________________________

Is  your  pet  insure d?  ___________  Do  you  have  your  claim  for m  or  policy  numbe r ?  
_______________



I (being  of  18  yrs  of  age)  hereb y  autho r ize  the  veterina r i a n  to  examine,  prescribe  for,  or  
treat  the  above  described  pet.  I assu m e  responsibil i t y  for  all  charges  incur r e d  in  the  care  
of  this  anim al .  I under s t a n d  that  these  charge s  must  be  paid  at  the  time  of  release  and  that  
a  deposit  may  be  required  for  hospita l iza t io n.

Signa t u r e  of  Ow ne r/Age n t______________________________________ 
Date___________________________

Method  of  Pay m e n t :  Cash______  Chec k______ Master C a r d______ Visa______ Care  
Credit_________


