
New Patient Registration

Pet’s Name:____________________________________

[    ] Dog    [    ] Cat    [    ] Rabbit    [    ] Reptile    [    ] Rodent    Other: ______________

Long Haired [    ]     Short Haired [    ]

Breed: __________________________    Color/Markings: _______________________

Birthdate/ Age (approximate if unknown): ____________________

[    ] Male    [    ] Neutered                             [   ] Female    [    ] Spayed

Allergies: _____________________________________________

Current Medications/Supplements: _________________________________________

_____________________________________________________________________

Pet’s Diet (Brand/ Amount): _______________________________________________

Vaccination History: _____________________________________________________

______________________________________________________________________

Please mark any signs that you have noticed about your pet:

[    ] Behavioral changes [    ] Scooting
[    ] Bleeding gums [    ] Scratching
[    ] Loss of balance [    ] Depression
[    ] Coughing [    ] Shaking head
[    ] Diarrhea [    ] Sneezing
[    ] Bulging/ bloodshot eyes [    ] Difficulty breathing
[    ] Gagging [    ] Weakness
[    ] Increased thirst [    ] Vomiting
[    ] Increased urination [    ] Limping
[    ] Lack of appetite [    ] Other:_____________________________

Receptionist__________ Acct_________


