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UPTOWN ANIMAL HOSPITAL

Welcome to Uptown Animal Hospital! Please take a moment to provide us
with information about you and your pet. Print clearly and provide any
previous records. Please give your completed form to our front desk staff
at check-in for your appointment.

Client Information

Primary Owner

Last Name: First Name:
Co-Owner

Last Name: First Name:
Address:

City: State : Zip:
Phone

Home: ( ) Cell: ( )
Work: ( ) Co-Owner: ()
Email:

Pet Information

Name:

Species: Cat Dog Other:

Breed: Color:

Age: If known, date of birth: / /

Sex: Male  Female Spayed or Neutered?  Yes No
Has your pet ever experienced an allergic reaction to any medications or vaccines?
Yes No  Ifyes, please explain:

Reason for Visit:

If referred, by whom:

5545 N. Clark St., Chicago, IL 60640 ph: 773-561-0734 fax: 773-561-5158



