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999 Bay Street, Staten Island, New York 10305 
Phone:   (718) 420-9100 – Fax:  (718) 420-3969
Robert B. Cohen, VMD. ~ Theresa A. Cavallaro, DVM.

Peter Donchik, DVM – Keith Gordon, DVM – Malgorzata Lepkowski, DVM, Kevin Schargen, DVM
We appreciate the opportunity to care for your pet.  We will be happy to answer any questions regarding their health.  To insure the best care, please take the time to fill in this form completely.   Thank you.

---------------------------------------------------------------------------------------------------------------------------------------------------------

REGISTRATION

------------------------------------------------------------------------------------------------------------------------------------------

                         Date: _____________
Owner Contact Information:

Name: ________________________________

Phone #: _____________________SS#: _____________












                (if paying by check)
Address: ______________________________

Cell Phone #: ___________________________________

_____________________Zip Code_________ 

Email: _________________________________________

Pet Information

Pet Name: _____________________________    
Dog / Cat   
Sex:  M / F           Breed: _____________ 

DOB: ________   Color: _____________

Spayed/Neutered?          Y    N 



Identification____________________________________












(microchip, tattoo, other)

How Did You Find Us

Referred by: _________________   Internet: _____________ Newspaper: ______________ Other: ____________
Previous Veterinarian Contact Info:

Hospital / Doctor Name: __________________________Phone: ______________________________________

Vaccination History:
______________________________________

______________________________________________

_____________________________________

______________________________________________

Heartworm Prevention?   Y    N 


 
Flea/Tick Control?         Y    N

Brand: _______________Date Given: _______

Brand: __________________Date Given: ____________ 

Reason for Visit:




Current Medications: name of drug(s), dosage, frequency:

______________________________________

______________________________________________

______________________________________

______________________________________________

Special Notes: (e.g., special behaviors, suffers from motion sickness, etc):

___________________________________________________________________________________________

AUTHORIZATION

I hereby authorize the veterinarian to examine, prescribe for, or treat the above pet.  I assume responsibility for all charges incurred in the care of this animal.  I also understand that these charges will be paid at the time of release and that a deposit may be required for surgical treatment.

Signature of Owner _______________________________________________________Date: _______________

Method of Payment: Cash: _________ Check: _________Credit Card: _________ Mastercard / Visa / Amex / Disc
