
Welcome and Thank 

You  
  for choosing Creekside as your partner in animal 

health! 

Owner Information: 
Name (First MI Last): ___________________________________________________________ Spouse: 
_____________________________ 

Address: ___________________________________City: __________________________ State:__________ZIP 
Code: _________________ 

Home Phone:_____________________Cell Phone:_________________________ Work/Spouse 
Phone:________________________ 

Email: _____________________________________________Drivers License:_____________________________ 
DOB:________________ 

Physical Address( if 
different):________________________________________________________________________________________ 

Preferred Contact Method:  Phone,   Text,    Email       How did you hear about us? 
___________________________ 

Reason for your 
appointment:______________________________________________________________________________________
___ 

Animal Information:         **Please us back if more space is needed for additional animals 

Patient History: 

Name/ ID Specie
s

Breed Sex (Spay/
Neutered?)

Age/ DOB Color Microchip #

PO	Box	936	
Tompkinsville,	KY	42167	

(270)	407-5995	
DocAshlee@creekside-vet.com	

www.Creekside-Vet.com	



Previous Health Issues: ____________________________________________________ Known 
Allergies:_______________________ 

Diet (food brand, wet vs dry, treats?): 
________________________________________________________________________________ 

Current 
medications:______________________________________________________________________________________
_____________ 

Preventatives (Flea&Tick, Heartworm 
ect.):_________________________________________________________________________

Informed Consent 
I hereby authorize the veterinarian(s) of Creekside Veterinary Clinic to examine, perform 
diagnostics, prescribe medications and provide treatment for the animal(s) named both now and in 
the future. I also assume the responsibility for any, and all charges incurred in the care of said 
animal(s). I understand that payment is due at time of serviced rendered and that a deposit may be 
required for any surgical procedure and/or hospitalization.  

____________________________________________________________   


