
 

New Client Registration Form 
Please complete all applicable fields prior to your first appointment. 

Owner Information 

First Name  Last Name  

Street Address  

City  State  

Phone #1 
Use first 

 Phone #2  

Email Address  
 

Second or Emergency Contact 

First Name  Last Name  

Phone Number  Relationship  
 

Patient Information 

Pet #1 
Name 

 DOB / Age  Species  

Breed  Color  Sex  

Spayed / 
Neutered 

 Microchip  

Pet #2 
Name 

 DOB / Age  Species  

Breed  Color  Sex  

Spayed / 
Neutered 

 Microchip  

 

Previous Veterinarian 

Hospital / 
Veterinarian Name 

 Phone  

 

Payment Policy 
Payment is due at the time of service. We accept CareCredit, credit cards, Membership Plan, 
or cash. We do not accept checks. 

 

Client Acknowledgment 

Client Signature  Date  
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