
 
365 Saratoga Avenue 

Ballston Spa, NY 12020 

518-885-5650 
 

WELCOME! 
 

Thank you for giving us the opportunity to care for your pet.  We’ll be happy to answer any questions you have about 

your pet’s health.  To ensure the best care possible, please take the time to fill in this form completely. Please bring your 

pet’s current medical records with you to your first appointment.  Thank you! 

 
 

 
REGISTRATION 

 

Please check one:        □ New Client        □ Current Client- New Pet 

 
Name ____________________________________________________________________________________________ 

                                     Last                                       First                   Middle Initial              Spouse 

 

Co-Owner’s Name (if any) ___________________________________________ Relationship: _____________________ 

 

Address___________________________________________________________________________________________ 

                                     Street                                                  City, State, Zip 

            

Home phone # __________________________ Work # ________________________ Cell # _______________________  

 

E-mail address: _____________________________________________________________________________________ 

                    

Employer_______________________________________Occupation__________________________________________ 

 

Emergency Contact _________________________________________  Phone #_________________________________ 

 

How did you hear about us? 

□ Radio   □ Newspaper   □  Website 

□ Friend   □ Relative   □ Phonebook 

□ Other (please specify)___________________________________________________________________________ 

□ Were you referred by one of our clients? We’d like to thank them with a gift. 

Name of referring client______________________________________________________________________________ 

 

I understand that payment is expected for all services at the time they are performed and that I can pay by cash, 

check, Visa, MasterCard, American Express, Discover or Care Credit. 

   

Client signature:____________________________________________________________  Date: _________________ 



 



Pet No.  1        Pet No.  2 

Name __________________________________________  Name_____________________________________________ 

 

Birth Date______________________________________  Birth Date ________________________________________ 

 

Species       □ Cat           □ Dog                   Species       □ Cat           □ Dog   

 

Breed ____________________________      Sex_______  Breed _____________________________      Sex_________ 

 

Color__________________________________________  Color_____________________________________________  

 

Spayed/Neutered? _________   Date________________  Spayed/Neutered? _________   Date___________________ 

 

Date of last vaccine______________________________  Date of last vaccine_________________________________ 

 

Last Rabies vaccine______________________________  Last Rabies vaccine_________________________________ 

 

Where vaccines obtained _________________________  Where vaccines obtained_____________________________ 

 

Any long term problems? _________________________  Any long term problems? ____________________________ 

 

_______________________________________________  __________________________________________________ 

 

Current Medications _____________________________  Current Medications _______________________________ 

 

Reason For visit_________________________________  Reason For Visit____________________________________ 

 


 

 

 
Pet No.  3        Pet No.  4 

Name __________________________________________  Name_____________________________________________ 

 

Birth Date______________________________________  Birth Date ________________________________________ 

 

Species       □ Cat           □ Dog                   Species       □ Cat           □ Dog   

 

Breed ____________________________      Sex_______  Breed _____________________________      Sex_________ 

 

Color__________________________________________  Color_____________________________________________  

 

Spayed/Neutered? _________   Date________________  Spayed/Neutered? _________   Date___________________ 

 

Date of last vaccine______________________________  Date of last vaccine_________________________________ 

 

Last Rabies vaccine______________________________  Last Rabies vaccine_________________________________ 

 

Where vaccines obtained _________________________  Where vaccines obtained_____________________________ 

 

Any long term problems? _________________________  Any long term problems? ____________________________ 

 

_______________________________________________  __________________________________________________ 

 

Current Medications _____________________________  Current Medications _______________________________ 

 

Reason For visit_________________________________  Reason For Visit____________________________________ 

 
 


