
RIVERGATE VETERINARY CLINIC 
 

 
HAVE YOU EVER BEEN TO RIVERGATE CLINIC BEFORE? __________________ 

(IF YES, PLEASE INFORM FRONT DESK STAFF) 
 
NAME (OWNER): ____________________________     HOME PHONE:___________________ 
 
ADDRESS: __________________________________  APT#__________  ZIP:______________ 
 
EMPLOYER’S NAME:__________________________  BUSINESS PHONE:________________ 
 
SPOUSE/CO-OWNER__________________________  CELL NUMBER:___________________ 
 
WHO REFERRED YOU TO US?_____________________  EMAIL ADDRESS:____________ 
 
SOCIAL SECURITY NUMBER:______________________     DATE OF BIRTH:_____________ 
 
PET INFORMATION: 
 
NAME (Patient)______________________    DATE OF BIRTH :_______________________ 
 
SPECIES:              FELINE        CANINE       OTHER   (PLEASE CIRCLE ONE) 
 
BREED: _______________________                     COLOR:_____________________ 
 
SEX: _____________               SPAYED(Female)_____   NEUTERED (Male)_____________ 
 
MICROCHIP NUMBER: _____________________________ 
 
ANY LONG TERM PROBLEMS? ALLERGIES? _______________________________ 
 
REASON FOR VISIT? ______________________________________________________________ 
 
DATES OF LAST VACCINATIONS OR TESTS: 
 
DOGS:        CATS: 
DHP-PV/CORONA VACC_________________                     FVR-CP VACC____________________ 
RABIES____________ 1,  2,  3, YEAR? ______  RABIES____________ 1,  2, 3, YEAR?______ 
BORDETELLA(Kennel Cough) _____________  FELV/FIV TEST ______________ 
 
FECAL______________ OTHER____________  FECAL____________   OTHER__________ 
 
WOULD YOU LIKE US TO KEEP YOUR CREDIT CARD ON FILE FOR FUTURE USE? ___________ 
 
IF YES , CC#__________________________  EXP _________      AMEX___ MC___ VISA___ DISC____ 
 
SIGNATURE ON FILE __________________________________  (Signature gives us permission to use you CC # on file) 
METHOD OF PAYMENT FOR TODAY __________________________________________________                   

 
 


