
Grinnell Veterinary Clinic 

1631 West St South 

Grinnell, IA 50112 

REGISTRATION 
Owner:___________________________________SS#_______-_____-__________ 

Spouse/Other:_____________________________ SS#_______-_____-__________ 

Address:_________________________________City:______________ST:_______Zip:___________ 

Home Phone:___________________________Cell Phone:______________________________ 

Work Phone:____________________________Employer:_______________________________ 

Spouse Work Phone:________________________Spouse Employer:_________________________ 

E-mail Address: _______________________________________________________________ 

Emergency Contact:_____________________________Phone:___________________________ 

How did you learn about our clinic?          _________Yellow Pages 

                                                                    _________Recommendation, by whom_______________________ 

                                                                    _________Other_____________________________ 

Number of Pets    Dogs:___________Cats:___________Other (Specify):_____________________________ 

PET HEALTH HISTORY 
Name of Pet:__________________________________Dog______Cat______Other(Specify):______________ 

Breed:______________________________Color:_____________________Birthdate or Age:______________ 

Sex:  Male_______Neutered Male_______ Female_______ Spayed Female______ 

Vaccination History (Date and Type of last Vaccinations): 

_________________________________________________________________________________________

_________________________________________________________________________________________ 

Please check any symptoms or problems that you have noticed about your pet. 

____Behavior Problem      ____Lack of Appetite    ____Sneezing 

____Bleeding Gums          ____Limping                  ____Thirst and/or Urination increased 

____Breathing Problems   ____Loss of Balance      ____Vomiting 

____Coughing                   ____Scooting                  ____Weakness 

____Diarrhea                     ____Scratching               ____Seems Depressed 

____Gagging                     ____Shaking Head          ____Eye Bulging or Bloodshot 

____Other ___________________________________________________________ 

 

Pet’s Current Medications: ___________________________________________________________________ 

_________________________________________________________________________________________ 

 

Describe your pet’s diet: _____________________________________________________________________ 

_________________________________________________________________________________________ 

AUTHORIZATION 
I hereby authorize the veterinarian to examine, prescribe for , or treat the above described 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 and/or hospitalization. 

 

Method of Payment   Cash________ Check_________ 

                                   Visa______ Mastercard_______ Discover_______ 

                                   Card # _________________________________Exp Date___________________ 

Signature of Owner______________________________________Date________________________ 

WELCOME 


