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Client Registration Form

Please Check One:         New Client           Current Client-New Pet

Name: ____________________________________________________   Spouse/Partner: ____________________________
            Last                                                First    					

Address: _____________________________________________________________________________________________
	    Street							City			State		Zip

SS No: ____________________________   Phone No: _________________________   Cell No: ______________________

Employer: __________________________________________________   Work No: _______________________________

Spouse/Partner’s Employer: ____________________________________   Work No: _______________________________  

Email: ________________________________________   Spouse/Partner’s Email: _________________________________ 

Pet Health History
Pet No. 1								Pet No. 2

Name: _________________________________________       Name: ___________________________________________

Age/DOB: _________________   Weight: ____________        Age/DOB: __________________   Weight:  ____________  

Species:  _______Cat     _______ Dog     ______ Other            Species:   _______Cat      ______ Dog     _______ Other    

Breed: _______________________    Color: __________        Breed: _______________________    Color: ____________

Sex:  ___________        Spay/Neutered:   _____________        Sex:  ___________        Spay/Neutered:   _______________

Date of Last Visit/Vaccinations: ____________________        Date of Last Visit/Vaccinations: ______________________

Name of Last Veterinarian: ________________________        Name of Last Veterinarian: __________________________

Please circle any symptoms or problems that you have noticed about your pet:
Behavior Problems			Limping			Shaking Head 
Breathing/Coughing Problems	Loss of Balance			Sneezing 
Dental Issues			Painful in Areas			Thirst and/or Urination Increased	
Diarrhea				Scooting			Vomiting	
Eye Problems			Scratching			Weakness 
Lack of Appetite			Seems Depressed		Other __________________________________
									_______________________________________

Brand of Pet Food: ____________________________   Dry _____  Wet _____  Raw _____  Other __________________
Are you interested in Holistic/Natural medicine such as Acupuncture, Chiropractic and/or Chinese Herbals? ___________

I hereby authorize the veterinarian to examine, prescribe for, or treat the above described pet(s).  I assume responsibility for all charges incurred in the care of this animal.  I also understand that these charges will be paid at the time of release and that a deposit may be required for surgical treatment.  If an unpaid balance occurs a minimum $5.00 or a 1.5% monthly fee will be incurred per month to the total balanced due.  All returned checks will have a $25.00 returned check fee.

Signature of Owner or Agent: _________________________________________________     Date: ___________________
Method of Payment:	    Cash           Check           MC/Visa           Discover          CareCredit          Pet Insurance
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