
                         Stoney Creek Animal Hospital Client Registration 
 
 
Owner's Name ________________________________________Spouse's name _________________ 
 
Address _______________________________________________________  Apt #______________   
 
City ___________________________ Zip Code_____________ 
 
Home Phone____________________   Cell phone/Pager________________     E-Mail____________ 
 
Employer_______________________________________  Spouse's Employer______________________ 
 
Work Phone_____________________________________  Spouse's Work Phone____________________ 
 
Is it OK to contact you at work?  Yes  /  No 
 
Do you wish to see a particular Doctor? Yes/No       I’d like to see  Dr ________________ 
 
How did you FIRST  hear of Stoney Creek Animal Hospital?      Hospital Sign_____ Yellow Pages____ 
Referred ____________ By Whom? ________________________________     
Website_______   Vet Locator (Internet)______    Univ City Mag____  Other_____________________ 
 

For everyone's safety please check all that may apply to your pet. 
This will allow us to take special precautions if necessary. 

May BITE ______;  Sometimes shows aggression______;  Fearful of strangers______. 
 
Pet's Name_____________________________Sex: Male___ Neutered?___            Female___ Spayed?____ 
 
Dog____     Cat____  Other______________            Breed__________________________ 
 
Age/Date of birth ___________                                  Color__________________________ 
 
2nd Pet's Name________________________   Sex: Male___ Neutered?___            Female____ Spayed?____ 
 
Dog____     Cat____   Other______________             Breed __________________________ 
 
Age/Date of birth___________                                      Color ___________________________ 
 
Previous medical records may be obtained from (name of previous animal hospital)____________________________ 
Approximate date of last vaccinations _________________ 
Does your pet take any medication  ? ________________________________________________________________ 
Any serious medical or surgical problems? ____________________________________________________________ 
 

PAYMENT POLICY 
PAYMENT IN FULL is due when services are rendered. A DEPOSIT may be required upon admission of your pet 
into the hospital.  We will gladly provide a written estimate upon request. 
Please check your method of payment for today's services:  Cash____   Mastercard ____ Visa ____ 
  Personal Check ____          Please provide personal check information:  
  
   Driver's License # ____________________________________   Date of birth_______________________ 
 

A FINANCE CHARGE  of 1.5 % will be charged to ALL accounts UNPAID AFTER 30 DAYS 
(minimum monthly charge of $4.50) 


