
NEW CLIENT REGISTRATION 
PAYMENT DUE AT THE TIME OF SERVICE 

OWNER INFORMATION: 

Name:__________________________________________   DL#:________________    Date of Birth: ______________ 

Address: _____________________________________________________  City/State/Zip: ______________________ 

Spouse/Co-Owner: _________________________________ DL#:________________    Date of Birth: ______________ 

Home #:_______________________ Cell #: ______________________ Spouse/Co-Owner #: _____________________ 

Occupation: _______________________________ Email address: ___________________________________________ 

PET INFORMATION: 
PET #1         PET #2 

Name: ___________________________________      Name: _____________________________________ 

Date of Birth: _____________________            Date of Birth: _____________________ 

Color: ___________________________        Color: ___________________________ 

Species:       Cat          Dog           Species:       Cat          Dog 

Sex:  Male      Neutered      Female      Spayed             Sex:  Male      Neutered      Female      Spayed 

Breed: __________________________________       Breed: __________________________________ 

Is your pet currently on heartworm/flea/tick prevention? ___________________________________________________ 

Has your pet ever had a serious medical condition? If yes, please explain: ______________________________________ 

__________________________________________________________________________________________________ 

Is your pet currently on any medications? If yes, please explain: ______________________________________________ 

_________________________________________________________________________________________________ 

How did you hear about our clinic?    Website      Facebook       Sign      Google        

Personal Recommendation: ________________________________   Other: ____________________________________ 

Signature:______________________________________________________  Date: ______________________________ 
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