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NEW CLIENT REGISTRATION
OWNER/CLIENT:
Name:_____________________________________________________________________________________________
                      Last             				         First            				      Middle
Address:___________________________________________________________________________________________
           	     Street number and name            	     City           	  	     State            		   Zip Code
	Cell:(_______)_________________
	Work:(_______)_________________
	Home:(_______)_________________


E-mail: ____________________________________________________ 
Employer:___________________________________________ Occupation: ________________________________ 


CO-OWNER/ALTERNATE CONTACT:  [ ]  Spouse  [ ]  Partner  [ ]   Co-owner  [ ]  
Name:_____________________________________________________________________________________________
                      Last             				         First            				      Middle
Address:___________________________________________________________________________________________
           	     Street number and name            	     City           	  	     State            		   Zip Code
	Cell:(_______)_________________
	Work:(_______)_________________
	Home:(_______)_________________


E-mail: ____________________________________________________ 
Employer:___________________________________________ Occupation: _______________________________           

How did you hear about us?
[  ]Drove By/Sign  [  ]Google  [  ]Facebook  [  ]Previous Client of Dr. Bodie [  ]Referred by: __________________________

PET/PATIENT: (List each pet separately, let us know if you need additional pages) 

(1) Pet’s Name: _________________________________________________ Breed: ______________________________

Birthdate (approx. if unknown): _________________________________ [  ] Male   [  ] Neutered   [  ] Female [  ] Spayed

Color/Markings: __________________________________________________ Microchipped?_ ____________________
Is your pet up to date on vaccinations? _______If so, where was your pet vaccinated? ____________________________
Is your pet currently on heartworm and/or flea medication? _______if yes, what kind? ___________________________
Are there any health conditions that we should know about? ________________________________________________ 
__________________________________________________________________________________________________

(2) Pet’s Name: _________________________________________________ Breed: ______________________________

Birthdate (approx. if unknown): _________________________________ [  ] Male   [  ] Neutered   [  ] Female [  ] Spayed

Color/Markings: __________________________________________________ Microchipped?_ ____________________
Is your pet up to date on vaccinations? _______If so, where was your pet vaccinated? ____________________________
Is your pet currently on heartworm and/or flea medication? _______if yes, what kind? ___________________________
Are there any health conditions that we should know about? ________________________________________________ 
__________________________________________________________________________________________________


(3) Pet’s Name: _________________________________________________ Breed: ______________________________

Birthdate (approx. if unknown): _________________________________ [  ] Male   [  ] Neutered   [  ] Female [  ] Spayed

Color/Markings: __________________________________________________ Microchipped?_ ____________________
Is your pet up to date on vaccinations? _______If so, where was your pet vaccinated? ____________________________
Is your pet currently on heartworm and/or flea medication? _______if yes, what kind? ___________________________
Are there any health conditions that we should know about? ________________________________________________ 
__________________________________________________________________________________________________

PROFESSIONAL FEES ARE TO BE PAID AT THE TIME SERVICES ARE PERFORMED
· In admitting my pet(s) for diagnostics, treatment, or surgery, I authorize the veterinarians of 
Highlands Veterinary Hospital and their support staff, to administer such treatment and/or 
perform such diagnostic or surgical procedures as deemed necessary.
· It is understood that an estimate of charges will be given for services. No guarantee or 
assurance can be made as to the results that may be obtained.
· Further, I understand that a deposit of 50% is required before services are performed and I 
assume full financial responsibility for all charges incurred by my pet. I realize that these 
charges may exceed a given estimate if complications arise. I understand that I will be 
contacted prior to treatment, if possible, should complications occur.

Signature: __________________________________________________                      Date: _____________________

*Please return to receptionist with your driver’s license for verification. 
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