
PRYTANIA VETERINARY HOSPITAL CLIENT REGISTRATION 
 

DATE __________________________ 
 
Owner’s Name________________________________________________________Spouse/Other_______________________________ 
 
Children (first names & ages) ____________________________________________ E-Mail_____________________________________ 
 
Address _________________________________________________ City_______________________ State _________ Zip__________ 
 
Home Phone ____________________________Work Phone _________________________ Cell Phone__________________________ 
 
Social Security Number _____ - _____ - ________  Driver’s License Number _________________________ Date of Birth_____________ 
 
Employer’s Name & Address _______________________________________________________________________________________ 
 
Spouse’s/Other’s Employer & Address _______________________________________________________________________________ 
 
In case of EMERGENCY, please call _____________________________________ at telephone number __________________________ 
 
How did you hear of us?  Yellow Pages _________________ Neighborhood _____________________ Internet _____________________ 
 

                           Individual we may thank: ________________________________________________ 

 

PET INFORMATION 
 

 

       name                          cat/dog               breed                    color                     sex          neutered?      date of birth         microchip # 
 
 
Pet 1__________________________________________________________________________________________________________________________________________ 
 
 
 
Pet 2__________________________________________________________________________________________________________________________________________ 
 
 
 
Pet 3__________________________________________________________________________________________________________________________________________ 
 
 
 
Pet 4__________________________________________________________________________________________________________________________________________ 
 
 
 
Pet 5__________________________________________________________________________________________________________________________________________ 
 
 
 
Pet 6__________________________________________________________________________________________________________________________________________ 
 
 
 
Pet 7__________________________________________________________________________________________________________________________________________ 
 

Is your pet allergic to any medications or vaccines? If so, please list:________________________________________________________ 
 
Previous veterinary hospitals where past records could be obtained (please list name of hospital & phone number if possible):___________ 
  
______________________________________________________________________________________________________________ 
 
Has your pet been treated for any illnesses in the past year? If so, please describe: ____________________________________________ 
 
______________________________________________________________________________________________________________ 

 

 

PAYMENT IS DUE WHEN SERVICES ARE RENDERED 
I assume responsibility for all charges incurred in the care of this/these animal(s).  I also understand that these charges will be paid at the 
time of release and that a deposit may be required for surgical treatment. We accept cash, checks, VISA, MasterCard, and Discover. 
 
Signature_______________________________________________________________________________________________________ 
 
OFFICE USE ONLY - Information verified as of: ________________________________________________________________________ 


