
WELCOME!
Thank you for giving us the opportunity to care for your pet. We’ll be happy 
to answer any questions you have about your pet’s health. To insure the best 
care possible, please take the time to fill in this form completely. Thank you!

REGISTRATION

Owner _ _____________________________________________________ 	 Spouse_ ______________________________________

Street ___________________________________________ City _________________	 State _____ Zip_ _________________________

Home Tel. No _____________________________________________ Cell Tel. No___________________________________________

Employer____________________________________________Spouse employer___________________________________________

Work Tel. No _______________________________________________ Work Tel. No_________________________________________

Emergency Contact Name _ ____________________________________________Tel. No____________________________________

How did you learn of our clinic?	  Yellow Pages 	 Sign 	Recommendation 	 If so, by whom______________________________

Number of Pets:	 Dogs _______________	 Cats _________________	 Other (specify) __________________________________

Reason for visit ________________________________________________________________________________________________

PET HEALTH HISTORY

Name of Pet 1 _ ______________________________________	 Name of Pet 2 ________________________________________

�� Dog	 Cat	 Male	 Neutered 	 Female	 Spayed 	 Dog	 Cat	 Male	 Neutered	 Female_ Spayed

Breed _ _________________________ Color _ ______________	 Breed _ _______________________ Color _ ________________

Birth Date ___________________________________________	 Birth Date ___________________________________________

Vaccination History (Date and type of last vaccines)_ ________	 Vaccination History (Date and type of last vaccines)_ ________

___________________________________________________	 ____________________________________________________

___________________________________________________	 ____________________________________________________

Reason for visit: _______________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

Pet’s current medications _ ______________________________________________________________________________________

Describe your pet’s diet _________________________________________________________________________________________

AUTHORIZATION

I hereby authorize the veterinarian to examine, prescribe for or treat the above described pet(s). I am eighteen (18) years or older 
and I am responsible for all charges incurred in the care of this pet(s). I also understand that these charges will be paid for at the 
time of service and that a deposit may be required for hospitalized or surgical patients.

Signature of Owner ________________________________________________ 	 Date _ ____________________________________	

MY METHOD OF PAYMENT:	 please check one: 	 Cash	 Check	 Visa 	 Mastercard

There will be a 1.25% interest service charge added to all accounts over sixty (60) days. The monthly minimum fee will be $1.00 to 
cover billing and postage. All collection fees if applicable will be added to the account balance.  

Turn page over, please...



In the event that I, as the owner of the pet(s) described on the front of this form, am unable to bring my animal(s) in for a  
veterinary procedure, routine appointment, surgery, emergency situation, I give my consent to the person(s) listed below to  
act as an authorized agent in my absence.

I understand in some situations this person may be a minor. I understand that in situations in which a minor comes in with 
the animal(s) for an appointment, only services pre authorized by myself as the owner will be performed. If other services, 
vaccinations for example, need to be performed when the minor comes in, I will be available via phone contact. If I am not 
available via phone contact, or unable to come to the phone, I understand that additional services will not be performed and  
I will have to reschedule an appointment or pick up medications at another time.

I also understand that it will be my responsibility to send payment with the individual listed below or have advanced payment  
arrangements made with our business manager.

Name	_____________________________________________________ 	 Phone_ ________________________________________

Name	_____________________________________________________ 	 Phone_ ________________________________________

Name 	_____________________________________________________ 	 Phone_ ________________________________________

Name 	_____________________________________________________ 	 Phone_ ________________________________________

If situations arise in which medical or financial information is requested by an individual other than myself or an above authorized 
agent, I understand that employees of Kronenwetter Veterinary Care cannot release this information without written consent 
by myself or an authorized agent. I understand that the only information that can be released would be medical information 
regarding specific situations at an appropriate government or public health official’s request, for example, rabies vaccination 
status. 

In situations in which an individual listed above is no longer an authorized agent, it will be my responsibility to inform  
Kronenwetter Veterinary Care of this change in writing.

In emergent situations, if I or an authorized agent listed above are not available, I understand that agents at Kronenwetter  
Veterinary Care will provide treatment to stabilize my pet(s) until contact can be made with myself or an authorized agent. In the 
event that end of life issues arise, I give my full authority to the veterinarians at Kronenwetter Veterinary Care to make the best 
possible decision for my pet(s). I understand that I will be financially responsible for the care provided and will not hold any agent 
at Kronenwetter Veterinary Care responsible for any treatment choices. 

	 _______________________________________________________		  _______________________________________
	 Signature of Owner			   Date


