
 

PATIENT REGISTRATION FORM 

INFORMATION ABOUT YOU 

OWNER’S NAME: (LAST)______________________________(FIRST)_____________________________ 

ADDRESS:_________________________________(CITY)______________(STATE)_______(ZIP)_______ 

HOME PHONE:_______________________________CELL PHONE:_____________________________ 

E-MAIL:________________________________WORK PHONE:___________________________________ 

EMPLOYER:__________________________________ADDRESS:__________________________________ 

CO-OWNER’S NAME: (FIRST)__________________________(LAST)_____________________________ 

CO-OWNER’S WORK ADDRESS & PHONE:_________________________________________________ 

OWNER’S DRIVER LICENSE:______________________________________________________________ 

HOW DID YOU HEAR ABOUT US?_________________________________________________________ 

IN CASE OF EMERGENCY NOTIFY:_______________________________________________________ 

INFORMATION ABOUT YOUR PET 

PET’S NAME:_______________________________________________DATE OF BIRTH:_____________ 

SPECIES: (CIRCLE ONE)  DOG  CAT  BIRD  FERRET  RABBIT  REPTILE  OTHER_____________ 

COLOR(S):___________________________________BREED:_____________________________________ 

SEX:__________NEUTERED?___________YES____________NO 

DATE LAST VACCINATED:__________________DATE OF LAST RABIES VAC:__________________ 

ALLERGIES:__________________________MEDICATIONS USED:______________________________ 

ANY PREVIOUS SURGERIES OR MEDICAL PROBLEMS?_____________________________________ 

PREVIOUS VETERINARIAN (NAME):_________________________________PHONE:_____________ 

WHAT DO YOU FEED YOUR PET?_________________________________________________________ 

ARE YOU INTERESTED IN GROOMING/BOARDING SERVICES:____________________________ 

ARE YOU INTERSTED IN LEARNING ABOUT PET INSURANCE?____________________________ 

METHOD OF PAYMENT FOR TODAY’S VISIT (CIRCLE ONE) 

CASH   VISA   MC   AMEX   CARE   CREDIT   DISCOVER   CHECK 


