
 Welcome to Valle Verde Animal Hospital 
 4325 Carlisle Blvd NE Albuquerque, NM 87107 

    Phone: (505) 494-5000 Fax: (505) 308-8300 Email: appt@valleverdeah.com 
Owner Information: 

Your name: _______________________              Spouse/Other______________________ 

Mailing Address: ________________________________________ City:____________________ 

State: _______Zip Code: ___________       State ID/ License # ______________________________ 

Mobile Phone: ______________ Home Phone: _______________Spouse/other Phone: ______________ 

Email address: ___________________________ 

How did you hear about us?: ____________________________________ 

 Patient Information: 

Pet name: __________________                                Species: __________________ 

Breed: _____________________                               Color: ____________________ 

DOB/Age: __________Female/Male: _________________ Spayed/Neutered: Yes          No 

Previous Vet Clinic(s): ___________________________________________________ 

Reason for Visit: ___________________________________________________ 

Pet’s Current Medications: ___________________________________________ 

Preventatives (Ex: Heartworm or Flea & Tick): _______________________________________ 

Over the counter meds (Ex: joint supplements, benadryl etc): _____________________________ 

Known allergies or allergic reactions: ________________________________________ 

MY PET IS CURRENT ON RABIES: YES OR NO : IF NOT Valle Verde Animal Hospital WILL PROVIDE ONE IN 
ACCORDANCE WITH STATE LAW (Proof of Vaccine Required) 

I hereby authorize Valle Verde Animal Hospital and the associated veterinarian to examine, prescribe for and treat the 
above-described pet. I assume responsibility for all charges incurred in the care of this animal. I understand that these 
charges will be paid at the time of discharge/service and that a deposit may be required for necessary treatment and/or 
hospitalization. I understand that it is my responsibility to ask to be provided an estimate of charges before services are 

performed if needed. 

__________________________________  ______________________ 
 Signature of Client Date 

* Accepted Forms Of Payment:  VISA, MASTERCARD, DISCOVER, AMERICAN EXPRESS (AMEX), CASH *
We Do NOT Accept: PAYMENT PLANS Or CARE-CREDIT 
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