Client Registration Form

Thank you for giving Glove Cities Veterinary Hospital the opportunity to care for your pet(s).  So that we may become better acquainted, please complete the following:
Client Information

· Name____________________________ Spouse Name__________________________________

· Address________________________________________________________________________

· City__________________________________ State______________________ Zip___________

· Home Phone #__________________________________________________________________

· Cell Phone # _______________________Spouses Cell #_________________________________

· Work Phone #______________________Spouses Work Phone #__________________________

· Place of Employment_____________________________________________________________

· Spouse Place of Employment ______________________________________________________

· E-mail Address__________________________________________________________________

Patient Information

· Pets Name_________________________ Date of Birth/Approx. Age_______________________

· Breed__________________________________________________________________________

· Color______________________________Species______________________________________

· Please circle one

Male



Female

Neutered Male


Spayed Female

· Where was your pet last examined?________________________ when?____________________

· Can we contact this hospital for your pet’s medical history? ______________________________

· Is your pet on Heartworm Preventative? ______________________________________________

· Any previous serious illness or surgeries?_____________________________________________

· Any allergies to vaccinations or medications?__________________________________________

· Is your pet on any special diets or medications?________________________________________
· How did you hear about our practice?

· Phone Book________________________________
· Friend, if so who?___________________________

· Other_____________________________________
I hereby authorize Dr. Will to examine, prescribe for, or treat the above named pet.  I assume responsibility for all changes incurred in the care of this animal.  I also understand that these charges will be paid at the time services are rendered.
Signature






Date
