
 
                                                                                                                                                                                                                                                         

Client/Patient Registration Form 

 
Owner Information        Arrival Time: ____________ 

First Name: _____________________________ Last Name: _______________________________________________ 

Spouse/Other Full Name: __________________________________________________________________________    

Street Address: ____________________________________________________________________________________ 

City: _____________________________ State: ___________________ Zip code: _____________________________ 

Home Phone: _____________________ Work Phone: _____________________ Cell: _________________________ 

Have you been here before? _________________ How did you hear about us? _________________________ 

Email Address: ____________________________________________________________________________________ 

Patient Information 

Pet’s name: ______________________   □ Dog   □ Cat    □ Other      Breed________________________________ 

Sex: ____________   □   Spayed (F)   □ Neutered (M)       Date of Birth/Age _____________________________ 

Color: _____________________ Regular Veterinarian: __________________________________________________   

Reason for Visit: ___________________________________________________________________________________ 

Payment is due at time of service. A deposit equal to the low end of an estimate will be required if your pet is 

admitted to the hospital. Payment of the balance will be required when your pet is discharged. 

 

___________________________________                          ______________________ 

Owner Signature                                                                   Date 

Office Use Only 

Temperature: Pulse: Respiration: CRT/MM: Weight: 

Brief History: 

 

 

 


