
Hours: Mon. 8-8 Tues. 8-8 Wed. 8-6 Thurs. 8-8 
Fri. 8-5 Sat. 8-12 

Tel: 908-874-4447  Fax: 908-874-4144 
872 Route 206, Hillsborough, NJ 08844 

www.bmvet.com 

Owner’s Name: _______________________Pet’s Name: _________________  Date: _________ 

Address: ___________________________City:_______________ State: ______ Zip: ________ 

Phone: (H)_____________ (W)_____________ (C)_______________(Other)_________________ 

 Canine      Feline     Other                      Driver’s Lic #: ____________________________________ 

Breed:_______________ Color:______________ DOB:________    M         F       Spayed      Neutered 

How did you hear about us? ________________ E-mail: ________________________________ 

Pet’s Diet: Dry _________________________________________; ____ cup(s)_____ times/day 
 Wet ________________________________________; ____can(s) _____ times/day 

Currently taking any medications or supplements? Please List 
_____________________________________________________________________________
_____________________________________________________________________________ 

Any history of behavior issues, fear, biting or aggression? Please Explain 
__________________________________________________________________________ 

Is your pet on Heartworm Preventative?   Yes    No  If so, what kind? _________________________ 

Is your pet on Flea & Tick Preventative?    Yes    No  If so, what kind? ________________________ 

Currently any chronic health problems or issues? Please List 
__________________________________________________________________________ 

Does your dog visit a groomer, kennel, dog park or engage with other dogs on daily walks?      Yes       No 

Has your pet been microchipped?      Yes       No       Does your cat’s feet ever touch grass?        Yes       No 

Do you practice any at home dental care? (i.e. brushing, dental diet) ___________________________ 

Is your pet’s rabies vaccination up to date? (Proof of vaccination is mandatory)       Yes         No 

      Date last administered: ______________  Where: __________________________________ 

Do you currently have other pets in your household? Please List ______________________________ 

Other concerns or questions? 
_____________________________________________________________________________
_____________________________________________________________________________ 

May we contact your previous veterinarian for your pet’s medical records?         Yes           No 

If yes, Practice Name: __________________________ Phone #: __________________________ 

http://www.google.com/imgres?q=aaha&um=1&hl=en&sa=N&qscrl=1&nord=1&rlz=1T4ADRA_enUS425US426&biw=1024&bih=540&tbm=isch&tbnid=FWdW97tPJqHffM:&imgrefurl=http://bluffspetclinic.com/?110050&docid=457gJ8OCGv_bxM&imgurl=http://bluffspetclinic.com/mod/cms/images/AAHAlogo.jpg&w=696&h=961&ei=2IOpT-qKOILvggfhk6zTAQ&zoom=1&iact=hc&vpx=99&vpy=140&dur=62&hovh=264&hovw=191&tx=101&ty=148&sig=106396158223952734963&page=1&tbnh=155&tbnw=112&start=0&ndsp=10&ved=1t:429,r:0,s:0,i:101
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