
WELCOME!
Thank you for giving us the opportunity to care for your pet. We’ll be happy 
to answer any questions you have about your pet’s health. To insure the best 
care possible, please take the time to fill in this form completely. Thank you!

REGISTRATION

Owner  _____________________________________________________  Spouse _______________________________________

Street  __________________________________________ City  ________________ State  ____ Zip _________________________

Home Tel. No  ____________________________________________ Cell Tel. No _________________________________________

Email  ___________________________________________________  We may contact you via email for reminders, newsletters and select promotions.

Employer ________________________________________________ Work Tel. No ________________________________________

Spouse Employer  _________________________________________  Work Tel. No ________________________________________

Emergency Contact Name  _____________________________________ Tel. No ________________________________________

How did you learn of our clinic? ______________________________  If recommended, by whom __________________________

We respect your privacy and will not share your personal information with others unless authorized.

 

Permission to use photos of your pet on social media?       Yes       No    Neither pet or owner names will be used.

WELCOME!

REGISTRATION

PET HEALTH HISTORY

Pet Information: Pet 1 Pet 2 Pet 3 Pet 4

Name

Species Dog  Cat Dog  Cat Dog  Cat Dog  Cat

Sex Male      Neutered  
Female  Spayed

Male      Neutered  
Female  Spayed

Male      Neutered  
Female  Spayed

Male      Neutered  
Female  Spayed

Date of Birth

Breed

Color

Reason for visit  _______________________________________________________________________________________________
 

AUTHORIZATION

I hereby authorize the veterinarian to examine, prescribe for or treat the above described pet(s). I am eighteen (18) years or older 
and I am responsible for all charges incurred in the care of this pet(s). I also understand that these charges will be paid for at the 
time of service and that a deposit may be required for hospitalized or surgical patients.

Signature of Owner  _______________________________________________  Date  ___________________________________  

MY METHOD OF PAYMENT: please check one:  Cash Check Visa  Mastercard        Care Credit

Turn page over, please...
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