Registration Form

Date______________
Owner’s Name___________________________    Spouse/Other_________________________
Children (first names & ages)______________________________________________________
Address____________________________ City__________________ State___ Zip__________
Home Phone_________________   Work__________________   Cell______________________
Driver’s License #____________________ State____   Email Address______________________
Employer’s Name & Address______________________________________________________
Spouse/Other’s Employer & Address_______________________________________________
In case of EMERGENCY, please call____________________ at phone#____________________
Pet’s Name______________________   Date of Birth__________________________________
 Dog    Cat   Other_____________            Sex:    Male       Neutered    Unneutered
Breed_______________________                                   Female   Spayed        Unspayed
Color_______________________
Previous veterinarian(s) where past records can be obtained_____________________________
If your pet has been treated for any illnesses in the past year, please specify the problem(s), medication, and dosage if known:
______________________________________________________________________________
How did you first hear of us?   Yellow Pages   Internet   Other_______________________
Individual we may thank? _________________________________________________________
List the names and types of any other animals that you own_____________________________
______________________________________________________________________________

I hereby authorize the veterinarian to examine, prescribe for, and treat the above pet(s).  I assume responsibility for all charges incurred in the care of these pets, and understand that all charges must be paid at the time of release.  I also understand that no warranty or guarantee has been made as to the results or cure of my pets.

Signature of Owner or Responsible Party____________________________________________
