
NEW CLIENT / PATIENT REGISTRATION FORM 

 
 

Thank you for giving us the opportunity to care for your pet! 
 

Name:_______________________ Spouse / Significant Other:___________________ 
 
Address:________________________________________________________________ 
 
Home Phone:_____________________     Work Phone:_________________________ 
 
Employer:______________________     Cellular / Pager:________________________ 
 
Email:_____________________________        Fax:__________________________ 
 
D/L#:__________________________     D.O.B.:____________________________ 
 
Preferred Doctor:_______________________   Preferred Type of Payment: ______ 
 
PATIENT INFORMATION Pet #1 Pet #2 Pet #3 Pet #4 

Name     
Breed     

Date of Birth     
Color / Markings     

Sex     
Spayed / Neutered Yes  /  No Yes  /  No Yes  /  No Yes  /  No 
CANINE MEDICAL 

HISTORY 
    

Last Rabies Vaccine     
Last DHPP Vaccine     
Last Kennel Cough 

Vac. 
    

Last Lyme Vaccine     
Last Heartworm Test     

FELINE MEDICAL 
HISTORY 

    

Last Rabies Vaccine     
Last FVRCP Vaccine     

Last Felv Vaccine     
Last Leukemia Test     

 
How did you hear about us?_____________________________________________ 

 
Feel free to check out our website www.cvvethosp.com or email us at cvvet1@mbay.net 
 

We will gladly prepare a written estimate if you desire.  Professional fees are due at time services are 
rendered.  We accept Visa, Mastercard, and Discover. 

http://www.cvvehosp.com/

