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 CVC NEW PATIENT REGISTRATION
Pet’s Name_____________________    DOB: ______________________
Species: (circle one) Feline   Canine      Breed: _____________________
Color: _________________________   Special Markings: ____________

Female Spay?  Y  N     Male Neutered?  Y  N        Microchip?  Y  N
Nutrition:  Dry Brand _____________   Canned Brand _______________

Preventive Dental Care?    Y   N   

Heartworm Preventive Current?  Y   N   Brand: _____________________
Last dose ___________

Is your pet current on rabies vaccination?  Y  N   Other vaccinations?  Y N 
Reason for your visit today? ____________________________________ ___________________________________________________________   

Medical Records: _____________________________________________
                 (Name of Hospital or Clinic where they can be obtained)

Medical Conditions: ___________________________________________
___________________________________________________________ (allergies, drug reactions, heart conditions, etc)      

Medications: List all medications your pet is currently taking: 

Name of drug or supplement, dosage and frequency 

_________________          ________________       ______________ _________________          ________________       ______________

Behavioral Concerns: ___________________________________________

____________________________________________________________
(Chewing, house training, fearful, anxiety, digging, overly aggressive, etc)      
Any other pertinent information? ________________________________
___________________________________________________________

