
 
 

CAHABA MOUNTAIN BROOK ANIMAL CLINIC 
 

3190 Cahaba Heights Road 

Birmingham, Alabama 35243 

Earl M. Jones, Jr. D.V.M. 

Darcy G. Schofill D.V.M. 

205-967-6759 

 

                             PATIENT AND CLIENT INFORMATION SHEET 

 
Thank you for giving us the opportunity to care for you pet. 

So that we may become better acquainted, please complete the following questions. 

 

DATE: __________________________ 

 

    Mr.             Mr. 

    Mrs.             Mrs. 

OWNER:  Ms.   _____________________________     SPOUSE:  Ms. ____________________________ 

    Dr.             Dr. 

ADDRESS: ________________________________    __________________   __________   ___________ 
   (STREET)          (CITY)   (STATE)           (ZIP) 
 

E-MAIL ADDRESS _____________________________________________ 

 

RESIDENCE PHONE: _______________________  CELL:      

 

PLACE OF EMPLOYMENT: _____________________________________________________________ 

 

TITLE: _______________________________________________________________________________ 

 

BUSINESS PHONE:  ________________________    DRIVER LICENSE NO. _____________________ 

 

IF NECESSARY, MAY WE CALL YOU AT WORK?      YES________    NO_________ 

 

SPOUSE’S PLACE OF EMPLOYMENT: ___________________________________________________ 

 

TITLE: _______________________________________________________________________________ 

 

BUSINESS PHONE:  ________________________    DRIVER LICENSE NO. _____________________ 

 

IF NECESSARY, MAY WE CALL YOU AT WORK?      YES________    NO_________ 

 

HOW DID YOU BECOME AWARE OF OUR VETERINARY CLINIC? 

 

 Our Hospital Sign _________    Internet___________   Other ___________________________ 

 

 Personal recommendation – who may we thank? _______________________________________ 

 

           



ALL FEES ARE DUE UPON RELEASE OF THE PATIENT 

Please Complete Reverse So We Can Have Some Information About Your Pet. 
 

 

PLEASE PROVIDE THE FOLLOWING INFORMATION ABOUT YOUR PET OR PETS: 

 

 PET ONE PET TWO PET THREE 

NAME ___________________ ___________________ ___________________ 

BREED ___________________ ___________________ ___________________ 

COLOR ___________________ ___________________ ___________________ 

DATE OF BIRTH ___________________ ___________________ ___________________ 

SEX ___________________ ___________________ ___________________ 

SPAYED/NEUTERED ___________________ ___________________ ___________________ 

WEIGHT ___________________ ___________________ ___________________ 

DATE OF LAST 

VACCINATIONS* 

 

___________________ 

 

___________________ 

 

___________________ 

 

 

Please list the animal clinic you used previously:  ______________________________________________ 

 

* Required Vaccinations include the following: 

 

 Dog: Rabies, DHPP, Bordetella 

 Cat: Rabies, FVRCP, Feline Leukemia 

 

PLEASE LIST: 

 

 ANY MEDICATION THAT YOUR PET CURRENTLY RECEIVES: _____________________ 

 

 ANY SPECIAL DIET THAT YOUR PET IS ON: _____________________________________ 

 

 ANY KNOWN DRUG ALLERGIES: _______________________________________________ 

 

WE WOULD LIKE FOR YOU TO KNOW THAT IN ADDITION TO QUALITY VETERINARY CARE, 

WE ALSO OFFER THE FOLLOWING SERVICES: 

 

   

BOARDING – PLEASE MAKE ALL RESERVATIONS WITH OUR RECEPTIONIST 

AND REFER TO OUR PROGRAMS AND PRICE LIST TO SEE WHAT WE OFFER!    

   

  BATHING – NO APPIONTEMT NEEDED, WALK INS WELCOME 

 

  GROOMING – BY APPIONTMENT ONLY; MON-FRI 

 

TRAINING – PLEASE SPEAK WITH ANY ONE OF OUR TRAINERS WITH  

DOG U FOR MORE INFORMATION! DOG U OFFERS CLASSES, DAYCARE & 

SEVERAL OTHER TRAINING PROGRAMS! 

 

 

THANK YOU AGAIN FOR GIVING US THE OPPORTUNITY TO CARE FOR YOU PET! 

 

________________________________________________ 

Client Signature 


