
                                              SALISBURY ANIMAL HOSPITAL  

            925 BOUNDARY STREET, SALISBURY, MD. 21801 PHONE:410-749-4393

                                  NEW CLIENT/PATIENT REGISTRATION

Pets Information:                                                                                                         Date :_____________

Name:_________________________________ Date of Birth:____________

Circle One:   Canine/Feline    Male/Female   Spayed/Neutered

Breed:_______________________ Color:____________

Vaccination History:             Rabies:_________________________

                                              Canine Distemper:________________  Feline Distemper:________________

                                              Other Vaccines:__________________

Any Known Drug Allergies/Sensitivities:__________________________________________________

Any Previous Major Medical/Disposition Problems:_________________________________________

Owner Information:

Last Name:____________________________ First Name:__________________________ M.I._______

Drivers License:_______________________________Other Form of Identification:__________________

Spouse Name:__________________________ M.I.______

Spouse’s Drivers License:_______________________Other Form of Identification:__________________

Street Address:___________________________ City:__________________ State:_____ Zip:__________

Home Phone:____________________________ Cell Phone:_________________________

E-Mail Address:___________________________ Alternate Phone:____________________

Can all forms of contact be used:  Yes or No

Employers Name & Address: ____________________________________________________________

Occupation: __________________________________________ Work Phone:______________________

Spouse’s Employer Name & Address: _______________________________________________________

Occupation: _________________________________________ Work Phone: _______________________

           PROFESSIONAL FEES ARE DUE AT THE TIME SERVICES ARE RENDERED

            PLEASE CIRCLE THE CHOICE OF PAYMENT

  CASH          CHECK         VISA          MASTER CARD           DISCOVER        CARECREDIT

I assume responsibility for all charges incurred in the care of this Animal. I understand that these charges must be paid  for at the time of release. A deposit may be required upon admission to Salisbury Animal Hospital for treatment.
Signature:__________________________________________________( Owner or Responsible Party)                                                                                                                

