
NEW CLIENT REGISTRATION FORM 

Ocean Ave. Veterinary Hospital 

 

 
Owner’s Name: (Ms. Mrs. Mr.) ______________________________    ______________________________ 

        Last             First 

 

Spouse/Other (Ms. Mrs. Mr.)     ______________________________   ______________________________ 

                   Last                       First 

 

Physical Address: _________________________________ City _____________ State ______   Zip _______ 

 

Mailing Address: _________________________________  City _____________  State ______ Zip _______ 

 

Home Phone: _______________________________ Cell Phone: _________________________________ 

 

E-MAIL ADDRESS: _____________________________________________________________________ 

 

DRIVER’S LISCENSE # (Req. for checks): _________________________________________________ 

         State ___________  Exp ____________ 

 

Occupation/Employer: ______________________________ Work Phone: ___________ Ext _________ 

 

Where do you prefer to be contacted?   Home ______________  Work _____________ Other ________ 

 

Preferred Method of Payment:  CASH (  )     CHECK (  )     MAJOR CREDIT CARD   (  ) 

 

How did you hear about us? (Please indicate which person(s), business or Veterinarian so that we may 

thank them:     Yellow Pages (   ) Veterinarian (   ) Friend (   )     Yelp (   )    Other (    ) 

Name of person(s) or Dr who referred you: ______________________________________________ 

    Pet 1   Pet 2   Pet 3   Pet 4 

Name     

Species     

Breed     

Sex    M              F      M              F        M             F      M            F 

Spayed/Neutered    Yes            No      Yes            No        Yes           No      Yes          No 

Birth date     

Color     

Vaccines Due?     

 

 

Signature of Owner/Guardian: _________________________________________ Date: ________________ 


