PATIENT REGISTRATION FORM
Registrant must be 18 years or older – No Exceptions

Please complete entire form and return to receptionist

PAYMENT IS DUE IN FULL WHEN SERVICE IS RENDERED
YOUR NAME_________________________________SPOUSE/CO-OWNER_____________________________
ADDRESS____________________________________________________________________________________
CITY____________________________________ STATE_________________ ZIP_________________________
HOME PHONE________________WORK PHONE__________________ CELL PHONE____________________
PLACE OF EMPLOYMENT_____________________________________________________________________
DRIVERS LICENSE NUMBER___________________________ E-MAIL________________________________
PREFERENCE TO RECEIVE REMINDERS:       EMAIL

MAIL
PET’S NAME_______________________________ BREED___________________________________________
SEX: 
MALE (NEUTERED OR UNALTERED)   FEMALE (SPAYED OR UNALTERED)

PET’S DATE OF BIRTH / AGE_______________________COLOR_____________________________________
PURPOSE OF VISIT____________________________________________________________________________
_____________________________________________________________________________________________
DATE OF LAST VACCINES AND TESTS:


CANINE

DHPP (DIST/PARVO)________________ RABIES____________________ LYME __________________​​​​______
KENNEL COUGH___________________ STOOL TEST_____________ HEARTWORM TEST______________

FELINE
FVRCP_________________________ RABIES_________________ LEUKEMIA__________________________
FIP VACCINE___________________ STOOL TEST_____________ 

HAS YOUR CAT BEEN TESTED FOR FELINE LEUKEMIA?  YES / NO   DATE & RESULT_______________

HAS YOUR CAT BEEN TESTED FOR FIV (FELINE AIDS)?   YES / NO    DATE & RESULT_______________
IS YOUR PET ON ANY MEDICATION(S) AT THIS TIME? IF SO, WHAT?______________________________

_____________________________________________________________________________________________

HAS YOUR PET HAD ANY ADVERSE REACTIONS TO MEDICATIONS OR VACCINES? _______________
_____________________________________________________________________________________________

PLEASE INDICATE HOW YOU INTEND TO PAY YOUR ACCOUNT:


CASH
CHECK   VISA    CARE CREDIT      MASTERCARD
DISCOVER

REFERRED BY: ​​​​​​​​​​​​​_______________________________________________________________________________

In the unlikely event that I do not pay a balance I owe to Animal Medical Clinic, I will be responsible for any and all court costs, collection costs of 35% and attorney fees that result from my nonpayment.

Signature _____________________________________________________________ Date ___________________
