NEW PATIENT REGISTRATION

Your Name __________________________________________________________________

Address _____________________________________________________________________

City _________________________________ State __________ Zip Code _______________

Cell Phone _____________________ Home Phone ________________________________

Cell Phone #2 __________________ Work Phone _____________________________

*Email ________________________________________________________________

*Please enroll me as a registered member of the hospital website: � Yes � No
How did you hear about Family Pet Hospital? ______________________________

PETS INFORMATION
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Pet’s Name __________________________________ Age/DOB _________________ Color _______________

                                                                                                                                                                                Breed Dog / Cat _________________ �Male �Female �Male / Neuter �Female / Spay

Brand Of Food ____________________ Microchip_______________________ Last Vaccines ___________​​​​​​​  

Where______________________ Heartworm & Flea Control ___________________________________
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Pet’s Name ______________________________ Age/DOB _________________ Color _______________

                                                                                                                                                                                Breed Dog / Cat _________________ �Male �Female �Male / Neuter �Female / Spay

Brand Of Food ____________________ Microchip_______________________ Last Vaccines ___________ 

Where_____________________ Heartworm & Flea Control _________________________________
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Pet’s Name __________________________________ Age/DOB _________________ Color _______________

                                                                                                                                                                                Breed Dog / Cat _________________ �Male �Female �Male / Neuter �Female / Spay

Brand Of Food ____________________ Microchip______________________ Last Vaccines ______________ 

Where___________________________ Heartworm & Flea Control __________________________________

All payments are due at the time of services rendered.

We accept cash, checks, all major credit cards, and *ICARE which can be approved in as little as 10 minutes. I have read and understand the above statements and agree to all terms therein. I agree that all the information is correct to the best of my knowledge. The signature below gives Family Pet Hospital Permission to any and all necessary treatment (in the case of an emergency) when the owner cannot be contacted prior to the necessary services.

Signature: ____________________________________________ Date: ________________________

* Feel free to ask us about our interest free ICARE payment plans!
