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Mile Post 5 ¢ Kitty Hawk ® North Carolina





REGISTRATION FORM

                                                                                                                Date: _______________
Owners Name: _____________________________    Drivers License#:__________________________ 
Owners Date of Birth: _______________   
Spouses Name: __________________________________
Address: ________________________________City_______________  State____  Zip_____________
Home #: ___________________     Work #: ___________________        Cell #:___________________

E-mail Address: __________________________________________ (your information will not be sold or given out)
Emergency Contact Name: _________________________________     Phone: ____________________
(In the event we cannot make contact with you)
Reason for Visit:_____________________________________________________________________

 How did you hear about us?   ___Yellow Pages        ___Recommendation (Name)  _________________
___Sign      ___Location Proximity    ___Website      ___Other:________________________
Number of Pets in household:  Dogs:_________   Cats:________      Others (specify): ________________      

PET HEALTH HISTORY

Name of Pet: ___________________________   Species:_______   Breed: ______________________
Color: ______________ Age: _____  Birthdate:___________  Sex:______  Spayed/Neutered:________
Veterinarian that has previous records:_________________________________ Phone:_______________  
Vaccination History & Dates: ________RABIES   ________DHLPP   ________FECAL   ________HWT

 ________LYMES   ________FVRCP    ________FECAL    ________FELV   ________FELV/FIV TEST

Please check any symptoms or problems that you have noticed your pet experiencing: 

___Behavior Problems      ___Lack of Appetite   ___Sneezing          ___Bleeding Gums    ___Limping

___Breathing Problems     ___Loss of Balance     ___Vomiting         ___Diarrhea               ___Coughing                 

___Scooting                      ___Weakness               ___Thirst/Frequent Urination                  ___Scratching

___Seems Depressed        ___Gagging                  ___Shaking Head       ___Eyes Bulging or Bloodshot

___Seizures        ___Other (Explain) ______________________________________________________
Pets Current Medications: _______________________________________________________________
Describe Pets Diet: ___________________________________________________________________
I hereby authorize the veterinarian to examine, prescribe for, or treat the above-described pet. I assume responsibility for all charges incurred in the care of this animal and any interest and service charges incurred due to an unpaid invoice.  I also understand that these charges will be paid at the time of release and that a deposit may be required for surgical treatment.

Signature of Owner: ___________________________________________________Date:____________
