
Oakcrest Pet Hospital 
Thank you for giving us the opportunity to care for your pet. 

We would be happy to answer any questions you have about your pet’s health. 

To ensure the best care, please take a moment to fill out this form.  Thank you! 

-------------------------Registration----------------------- 

 

Owner’s First & Last Name __________________________________________________________________ 

Address __________________________________________________________________________________ 

City______________________________________ State ____________ Zip Code ______________________ 

Primary Contact Phone Number __________________________________________ 

Co-Owner’s Name & Phone Number ___________________________________________________________ 

Emergency Contact Name & Phone Number _____________________________________________________ 

Email Address_____________________________________________________________________________ 

Number of Pets: ____ Dogs _____ Cats ____Other _______________________________________________ 

Reason for Visit: ___________________________________________________________________________ 

How did you hear about our clinic?  ____ Referral   If referred, by whom? ____________________________ 

        ____ Social Media     _____ Driving By   _____ Other ___________________________ 

------------------------------Pet Health History ------------------------------ 

 
Name of Pet___________________________ Dog ____  Cat ___ Other_______________________________ 

Breed________________________________ Color/Markings_______________________________________ 

Date of Birth_______________________         Male____ Female____ Spayed/Neutered_____ 

Vaccine History (vaccine and date given)________________________________________________________ 

Last heartworm test & results ____________________Last fecal test & results__________________________ 

Health Conditions, current medications &/or supplements__________________________________________ 

_________________________________________________________________________________________ 

__________________________________________________________________________________________ 

Prior Veterinary Hospital_________________________________May we contact for records? Yes ___No____ 

Pet’s 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.  I also understand that these charges will be paid in full at the time of release and that 

a deposit may be required for surgical treatment. 

 

 

Signature of Owner___________________________________________________ Date _________________ 


