OUTBACK ANIMAL CLINIC
224 Commonwealth Ave. N
Polk City, FL 33868
Client Intake Form
Client Information
Full Name: ___________________________________________
Physical Address: ______________________________________

Phone Number: _________________________________________
Email Address: _________________________________________

Emergency Contact Information
Emergency Contact Name: _______________________________
Relationship to Client: ________________________________
Emergency Contact Phone Number: ________________________

Pet Information
Pet Name: ____________________________________________
Age: _________________________________________________
Sex: ☐ Male ☐ Female ☐ Neutered Male ☐ Spayed Female
Breed: _______________________________________________
Current Medications: ___________________________________



Acknowledgement of Ability to Receive Written Prescription
I understand my right to receive a written prescription for medication that can be filled at the pharmacy of my choice, or by my veterinarian as provided in s. 474.224, Florida Statutes.
Client Signature: _____________________________________Date: _________________
