
NEW CLIENT/PATIENT REGISTRATION FORM 
 
 

Clyde G. D’Arcy, DVM                                                     Serving the Area for 20+ years   
 
 

OWNER INFORMATION     

Last Name First Name(s) 

Address 

Apt No. City State Zip 

Home # Work # Cell # 

Email Address _______________________________ 

IMPORTANT PLEASE COMPLETE THE FOLLOWING INFORMATION How did you hear about us? 

 Big Yellow Pages  Local Yellow Pages Coupon/Money Mailer Flyer/Mailer 

 Sign/Location  Internet Other Vet _________________________________________ 

 Friend/Relative _____________________________________________________________________________ 
Personal referrals are our best advertisement. Please be sure to tell your friends and neighbors about the level 

of service you received at our hospital.  We appreciate your business and promise to 
provide the very best in pet care and client service!!!! 

 

PET INFORMATION      

 Pet 1 Pet 2 Pet 3 

Name 
      

Species (Dog, Cat, Etc) 
      

Breed 
      

Description (color) 
      

Age or D.O.B. 
      

Sex (Spayed/Neutered?) 
      

Vaccines Current? 
 (Date & Location Given) 

      

Prior Illness/Injuries 

 

   

Previous Veterinarian Hospital & Phone # 
 

II understand every effort will be made to achieve a successful outcome and to provide for all possible safety in hospital care and handling.  I hereby 
authorize this hospital to receive, prescribe for, treat or perform surgery upon the pet(s) listed on this page.  Furthermore, I agree to pay fees for services 
rendered at the time the pet is discharged from the hospital or the service is otherwise terminated.  I agree to pay for the reasonable costs of collection in 
the event that collection efforts become necessary. 
  
Signature                                                      ________                  Date                                                  


