
 
OWNER/PATIENT REGISTRATION 

Client Information 

 

Date: _____________________ 

 

Last Name: __________________________  First __________________________   Intial ___ 

 

Spouse Last: __________________________  First  __________________________  Intial ___ 

 

Address ________________________________________________________ Aprt# __________ 

 

City _______________________________  State________  Zip Code _______________ 

 

Home Phone # ________________  Cell ________________  Spouse Cell ________________   

 

Employer: _______________________ Occupation _________________________ 

 

Spouse Employer: _______________________ Occupation _________________________ 

 

Email Address:__________________________________________ 

 

Patient Information 

 

Pet’s Name _________________________________  Dog ___  Cat___    

 

Breed _______________________________ Color________________ Male ___ Female___ 

 

Date of Birth (Age) _________________________  Friendly ____ Unpredictable____   Aggressive ___ 

 

Spayed ____  Neutered ____ 

 

How long have you cared for this pet? ___________________ 

 

Any known drug allergies? ____________________________  Microchip  Yes/No 

 

Last type of Treatment _________________________________________________________ 

 

Previous Veterinarian’s name or Clinic name_______________________________________ 

 

How did you hear of our clinic? __________________________________________ 

 

If friend referral, please provide name ______________________________________ 

 

DL No: __________________________  State _______________________ 

 

Date of Birth ______________________ Sex ________________________ 

 

All FEES ARE DUE A THE TIME THE PATIENT IS RELEASED.  A deposit prior to treatment 

may be required. 

 

Owner Signature ______________________________________   Date ________________ 


