
                                                  PATIENT REGISTRATION 
 
 
Name______________________________________________ Spouse’s Name___________________ 
 
Address _________________________________________________City_______________________ 
 
State ________________Zip ___________________Phone___________________________________  
 
Employer________________________________WorkPhone_________________________________ 
 
Driver’s License #_________________________ E-Mail Address_____________________________ 
 

ALL FEES ARE DUE AT THE TIME SERVICES ARE RENDERED 
 
Please indicate choice of payment.          Cash               Check            Credit Card 
 
How did you become aware of our clinic?        Drove By              Internet/Website                                                                                       
 
                                       Personal Referral? ___________________________________ 
 
    Pet  Information   Pet # 2  
Name   
Breed   
Date of Birth   
Color   
Sex: Spayed or 
Neutered? Female? 
Male? 

  

Your Dog’s Vaccination History:  When (date) last done? 
Rabies   
DHLP  Parvo  Corona   
Bordetella   
Fecal (Stool Sample)   
Heartworm Test/ 
Prevention? 

  

Your Cat’s Vaccination History:  When (date) last done? 
Rabies   
FVRCP   
Leukemia Vaccine   
Leukemia Test   
Fecal  (Stool Sample)   
 
Our pet(s) is:          Member of our family         Backyard pet 
 
Any important medical information (ie. Allergies)?_________________________________________ 
 
Is your pet on any special diets or medications? ____________________________________________ 
 

  

  

 

   



What kind of pet food is your pet eating? _________________________________________________ 
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