
 
NEW CLIENT REGISTRATION FORM                             

FOR OFFICE USE ONLY 
 

Account #_________________ 
 

Wel O Ref O VxHx O 
 

Date ___________________ 
 
 
First Name ____________________________________ Last Name________________________________________________________ 
 
 
(circle one)  Mr..     Mrs.     Ms.      Driver’s License #_____________________________ SSN#______________________________ 
 
 
Address ________________________________________________________________________________________________________ 
 
 
Zip Code _____________________ City ______________________________ State _____________ County _______________________                      
 
 
Email Address ________________________________________________ Home Phone (_____) _________________________________ 
 
 
Work Phone (______)_____________________ Person’s name to ask for:   __________________ Cell Phone (_____) ________________ 
 
 
Co-owner:  First Name ________________________ Last Name ________________________________ Phone (_____) ______________ 
 
 
How did you hear about us? 
  
_____ Referred by friend or relative Name(s)______________________________________________ 
         
_____ Big Yellow Pages _____ Local Yellow Pages _____ Driving by, saw sign _____ Other (please specify) ________________ 
 
_____ Internet search     Name of search engine ______________________________________________ 
 
 
Help us to serve you better…please indicate which of these are important to you: 
(Use a scale of 1 to 5 where 1 = “doesn’t matter”  5 = “very important”) 
 
Knowledgeable, Caring & Communicative Doctor _____  Surgical Services _____ 
Polite & Friendly Staff _____     Dentistry Services _____ 
Convenient Location _____     Boarding Services _____ 
Extended Hours _____     Grooming Services _____ 
                    House-call Services _____ 
 
 

Pet Name ________________________________________________________________________  
 
Species (circle one)     CANINE     FELINE Sex (circle one) Spayed        Neutered   Unaltered  Unaltered 
                             Female        Male           Female  Male 
 
Breed ____________________________________ Color ____________________________________ 
 
Date of birth or approximate age _______________________  
 
Previous Veterinarian ____________________________ Address ____________________________ Phone ________________________ 
 
Last vaccinations and dates       ______________________________________________________________________________________ 
 
 

Payment is due at the time of service. We accept cash, check, major credit cards and Care Credit. 
 
 
RECORDS: 
 


	_____ Big Yellow Pages _____ Local Yellow Pages _____ Driving by, saw sign _____ Other (please specify) ________________
	Polite & Friendly Staff _____     Dentistry Services _____
	Convenient Location _____     Boarding Services _____
	Extended Hours _____     Grooming Services _____


