



CLIENT REGISTRATION FORM

PLEASE CHECK ONE        (  ) NEW CLIENT    (  ) CURRENT CLIENT   (   ) NEW PET

NAME ____________________________________________________________________________________________

                LAST                                                                     FIRST                                                                   MIDDLE

MAILING ADDRESS________________________________________________________________________________

                                                                                                                     City                            State                        zip

E-911 ADDRESS____________________________________________________________________________________

SS#________________________PHONE #_______________________EMERGENCY #__________________________

EMPLOYER____________________________________________________WORK #____________________________

SPOUSE or CO-OWNER’S NAME_____________________________________________________________________

EMPLOYER_____________________________________________________WORK #___________________________

HOW DID YOU FIRST HEAR OF US?__________________________________________________________________

CELL PHONE # __________________________ E-MAIL ADDRESS _________________________________________

                             PET  # 1                                                                                     PET  # 2

NAME_______________________________________                 NAME_______________________________________

BIRTH DATE_____________________/____________                 BIRTH DATE____________________/_____________

                                                                   Color                                                                                                Color

SPECIES     (  )CAT   (  )DOG   OTHER____________                  SPECIES   (  )CAT   (  )DOG   OTHER____________

BREED___________________SEX________________                 BREED________________________SEX__________

NEUTERED?__________________DATE__________                  NEUTERED?____________________DATE________

DATE LAST VACCINATED_____________________                 DATE LAST VACCINATED____________________

LAST RABIES VACCINATION__________________                  LAST RABIES VACCINATION_________________

WHERE SHOTS OBTAINED____________________                  WHERE SHOTS OBTAINED____________________

ANY LONG TERM PROBLEMS_________________                    ANY LONG TERM PROBLEMS________________

_____________________________________________                   ____________________________________________

CURRENT MEDICATIONS, IF ANY______________                   ANT CURRENT MEDICATIONS, IF ANY________

_____________________________________________                   ____________________________________________

REASON FOR VISIT___________________________                   REASON FOR VISIT__________________________

_____________________________________________                   ____________________________________________













 NAMES & TYPES OF OTHER PETS_____________                    LIST NAMES & TYPES OF OTHER PETS________

_____________________________________________                    ____________________________________________

I HEREBY AUTHORIZE THE VETERINARIAN TO EXAMINE; PRESCRIBE FOR, OR TREAT, THE ABOVE DESCRIBED PET(S).  I ASSUME RESPONSIBILTY FOR BILL INCURRED IN THE CARE OF THIS ANIMAL. I ALSO UNDERSTAND THAT CHARGES WILL BE PAID AT TIME OF RELEASE AND A DEPOSIT MAY BE REQUIRED FOR SURGICAL TREATMENT.

SIGNATURE________________________________________________DATE__________________________________

Method of Payment  ( )CASH   ( ) CHECK   ( )MC/VISA   ( )DISCOVER   ( )AM.EXPRESS  ( ) CARECREDIT

-

