
New Client Registration Information 

 
Client Information: (Please print) 
 

Client last name: _____________________________________First name: _______________________________ 

Spouse or significant other: _____________________________________________________________________ 

Address: _________________________________________________________________ Apt # ______________ 

City: ____________________________________________ State _____________________ Zip: _____________ 

Home phone: _________________ Mobile phone: __________________ E Mail:  _________________________ 

Occupation: _______________________________ Work phone: _______________________________________ 

Referred by:   �   Passing �   Yellow page ad �   Friend or relative (name): _______________________ 

Preferred method of payment:   �   Visa  �  M/C  �   Amex �   Cash 

Patient Information: pet number 1 

Pet’s name: _______________________Date of birth: __________ or age: _______ Breed: __________________ 

Color: ____________ �   Male �   Female �   Neutered or spayed  Allergies: __________________ 

�   Microchip: ______________ ___ Previous weight if known: ________ �   Aggressive         �   Gentle  

Previous Veterinarian: _____________________________________________Phone: _______________________ 

Due date of vaccinations:       Fvrcp: ____________  Rabies: ___________ Felv: ___________ Other: __________ 

Previous or current medical condition: _____________________________________________________________ 

Previous or current medications: __________________________________________________________________ 

Patient Information: pet number 2 

Pet’s name: _______________________Date of birth: __________ or age: _______ Breed: __________________ 

Color: ____________ �   Male �   Female �   Neutered or spayed  Allergies: __________________ 

�   Microchip: ______________ ___ Previous weight if known: ________ �   Aggressive         �   Gentle  

Previous Veterinarian: _____________________________________________Phone: _______________________ 

Due date of vaccinations:       Fvrcp: ____________  Rabies: ___________ Felv: ___________ Other: __________ 

Previous or current medical condition: _____________________________________________________________ 

Previous or current medications: __________________________________________________________________ 

Patient Information: pet number 3 

Pet’s name: _______________________Date of birth: __________ or age: _______ Breed: __________________ 

Color: ____________ �   Male �   Female �   Neutered or spayed  Allergies: __________________ 

�   Microchip: ______________ ___ Previous weight if known: ________ �   Aggressive         �   Gentle  

Previous Veterinarian: _____________________________________________Phone: _______________________ 

Due date of vaccinations:       Fvrcp: ____________  Rabies: ___________ Felv: ___________ Other: __________ 

Previous or current medical condition: _____________________________________________________________ 

Previous or current medications: __________________________________________________________________ 

The Scaredy Cat Hospital 

4731 E. Greenway Rd. STE 9 

Phoenix, AZ  85032 

602-494-7000 

602-867-7094 (Fax) 


