PATIENT REGISTRATION FORM 
My Pet’s Vet 



Date:________________
Please Check One:                     New Client                 New Pet

Owner’s Information:
First Name________________________ Last Name________________________

Address____________________________________________________________

City ______________________ State _____________ Zip Code ______________

Phone # _______________________   Work # _______________________

Spouse________________________    Work#________________________
Email Address_____________________________________
     Would you prefer receiving reminders by:       Email        Postcard        Both

Pet’s Information: 
Pet’s name_______________________ Date of Birth____________________

Dog(  )    Cat(  )   Bird(  )   Other ________________________

Breed___________________________ Color__________________________

Male(  )              Female(  )       Neutered/Spayed :   Yes(  )     No(  )

Date of Last Exam________________________________

Chronic Problems_____________________________________________________

Continual Medication?_________________________________________________

Reason for today’s visit________________________________________________

SS#_______________________________
Social Security number necessary for payments by check.

All services are expected to be paid at time services are rendered.

Thank you. 
I have read this form completely and am the person responsible for payment of services:

Signature____________________________________________________________
I authorize My Pet’s Vet to send email reminders:____________________________
