Crossroads Veterinary Hospital 
Client Registration Form

Today’s Date _______________________________
NAME: (Last) _____________________________ (First) ____________________________ Spouse’s ____________________________
ADDRESS: ________________________________________________________________________________________________________
  CITY: _________________________________________STATE:_____________________________ZIP:_______________________ 

Email Address: _______________________________________________________________________
	Home Telephone
	Work Telephone
	Cell Phone

	(      )
	(      )
	(      )


How Did You Hear About Us? ________________________________________________________________________________________
	
	Pet #1
	Pet #2
	Pet #3

	Pet’s Name:
	
	
	

	                 Species:
	· Dog

· Cat
	· Dog

· Cat
	· Dog

· Cat

	Breed:
	
	
	

	Color:
	
	
	

	Sex
 (Male/Female):
	
	
	

	     Neutered or Spayed:
	
	
	

	Date of Birth or
Age at Visit:
	
	
	

	Canine or Feline

RABIES vaccine 
(date it was given last):
	
	
	

	                Canine

        DA2PPV Vaccine
    (date it was given last):
	
	
	

	               Canine

BORDETELLA Vaccine 

(date it was given last):
	
	
	

	Feline

FELV Vaccine 

(date it was given last):
	
	
	

	                 Feline

          RCP Vaccine 
   (date it was given last):
	
	
	

	Other:
	
	
	


PROFESSIONAL FEES ARE TO BE PAID AT THE TIME THEY ARE RENDERED.  PLEASE CHECK YOUR PREFERRED METHOD OF PAYMENT:
_____ CASH
____DEBIT       _____VISA/ MASTERCARD /AMEX          _____CARE CREDIT (Charges Must be $500.00 or more to use)    

SIGNATURE OF OWNER: ______________________________________________________________ DATE: ________________

SIGNATURE OF PERSON PRESENTING THE

PET(S) FOR TREATMENT IF OTHER THAN OWNER: ______________________________________ DATE: ________________

