
Appleseed Valley & Clearfork Veterinary Hospitals 
 Abel D. Hittinger, D.V.M. & Jobe A. Hittinger, D.V.M.  

                                                    
 
REGISTRATION: 
Primary Owner: __________________________________________________________________________ 

 

Address: ____________________________________City:___________________State: ____ Zip: ________ 
 

Home :(______) ________________ Cell: ________________________ Work: ________________________ 
 

Employer: ____________________________________ SS#OR D/L:_______________________________ 
 

Email: _________________________________________________________________________________ 
 

Additional Owner: _________________________________________________________________________ 
 

Address (if different from above):____________________________City:________________State:_____ Zip: ______ 
 

Home :(_____) ____________________ Cell ________________________ Work______________________ 
 

Employer: ___________________________________  SS# OR D/L:_______________________________ 
 

Who recommended us to you? _______________________________________________________________ 
 
COMMUNICATION BETWEEN THE DOCTOR AND THE PET OWNER IS ESSENTIAL FOR THE BEST 
POSSIBLE VETERINARY TREATMENT.  Please feel free to discuss your Pet’s treatment program and it’s 
costs.  All services rendered by this hospital are on a strictly cash/check or credit card basis and must be paid before 
the animal can be released.  Please discuss any payment problems before service. Thank you. 
 
PET HEALTH HISTORY: 
Pet’s Name: ________________________________________ Date of Birth: _________________________ 
 

Intact Male ____    Neutered Male _____     Intact Female ____   Spayed Female _____ 
 
Dog ____    Cat _____  Other _____________________ Breed:____________________________________ 
 
Color __________________________________        Microchip ID: __________________________________ 
 
Date of last vaccines: _______________ Prior Surgeries or Medical Problems: __________________________ 
 
Reason for today’s visit: ____________________________________________________________________ 
 
AUTHORIZATION: I hereby authorize Dr. Abel D.  Hittinger, Dr. Jobe A. Hittinger and/or their assigns to examine, 
prescribe for and treat my animals.  I assume responsibility for all charges incurred in the care of my animals and 
understand that all charges will be paid at time of treatment.  If an outside agency is required to collect any default 
amount, all reasonable collection, late fee charges, attorney fees and court costs will be my responsibility.  
 
________________________________________         _________________________________________ 
 Owner/Date                                                                        Co-Owner/Date 
 


