
Wilton Animal Hospital – New Patient Form 

 
Date:  __________ 
 
 
Owner:  _________________________________________________________ 
              Last                                                       First                                    Initial 
 
Alternate  
Name:   _________________________________________________________ 
               Last                                                      First                                    Initial 
 
 
Address:  ________________________________________________________ 
                Street 
 
                ________________________________________________________ 
                City                                                      State                                      Zip 
 
 
Phone:    Home _____________ Work  _____________ Cell   ______________   
                
 
Email address:  ___________________________________________________ 
 
 
 
 
How did you become aware of our clinic? 
 
 
_____ Yellow Pages  _____  Clinic Sign  _____  Newspaper 
 
_____  Personal Recommendation (by whom) ___________________________ 
 
_____  Other (please specify) ________________________________________ 
 
 
 
All fees are due when services are rendered.  Please indicate your choice of 
payment method. 
 
_____  Cash/Check    _____  Charge Card 



Wilton Animal Hospital – New Patient Form 

  
 

Pet Information 
 
 
Animal’s Name:  ___________________________________________________ 
 
Species (dog, cat, other)__________ Sex ___________ 
 
Date of birth: ___________  Breed: ___________  Color:  ___________ 
 
Spayed or Neutered:  (Y/N) _______ 
 

 
Vaccination Record (please record dates, if known) 

 
Dog   
 
Heartworm Test ___/___/___  Negative or Positive ________ 
 
Rabies ___/___/___  Distemper ___/___/___ 
 
Parvovirus  ___/___/___  Lyme    ___/___/___  Kennel Cough ___/___/___ 
 
 
Cat 
 
 
Leukemia Test ___/___/___  Negative or Positive _________ 
 
Rabies ___/___/___  Distemper ___/___/___ 
 
Leukemia   ___/___/____ 
 
 
Has your pet had any drug reactions?  If yes please specify ______________ 
 
 
 
 
 
Please bring this form with you at your appointment or fax in advance to  
603-654-2013. 


