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Veterinary Excellence

Client Registration
Welcome to The Animal Hospital and Pet Resort at Southwood. In order to provide you with
exceptional service, we ask that you provide the following basic information about you and your pet.

Owner’s Name: Date:
Primary Phone: Work Phone:
Date of Birth*: Driver’s License Number*:

*must be provided to write a check*

Address: City:

State: Zip Code: Employer/Occupation:

Email Address: How would you like to be reminded?: mail, email, and/or phone
Co-Owner’s Name: Co-Owner’s Phone:

(if applicable) (if applicable)

Pet’s Name: Breed:

Species: [1 Dog [ Cat [ Bird [l Reptile [1 Ferret [ Rabbit [1 Other

Sex: [ Male [ Female Neutered or Spayed?: [ Yes [ No

Birthday: / / or Age: Color/Markings:

Previous Veterinary Hospital:

Is there any reason for leaving your previous veterinary hospital? If so, please let us know:

Does your pet have any known allergies, special medications, or health problems we should know about?

[ Yes 0O No If yes, what?:

How did you become aware of our hospital? If referred, whom may we thank?:

By signing this form, you are authorizing The Animal Hospital and Pet Resort at Southwood to use you pet’s
photograph FOR INTERNAL USE ONLY. Your pet’s photograph will be attached to their
medical record and will not be used in any other capacity without your permission.
To decline please check here: No Photo, please [1

Payment is due when services are rendered.
For your convenience, we accept cash, check, Care Credit and all major credit cards.

Signature Date
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