
CONTACT INFORMATION

Your Name: _____________________     _____________________

Employer: _____________________    Occupation: _____________________

Spouse’s Name: _____________________   _____________________

Street: _____________________ City: ______________  Zip Code: ________

Home Telephone: ( ________ ) _____________________

Work/Cell Telephone: ( ________ ) _____________________

Email: _________________________________

PATIENT INFORMATION

Pet’s Name: ________________________________

Breed: _____________________ Color: ___________ Sex: _________ Spayed / Neutered

Date of birth: _____________________

Name of Clinic of last vaccination given if any: __________________________________ 

PAYMENT POLICY

All fees are due at the completion of each visit.

I assume responsibility for all charges incurred in the care of my pet. 
I also understand that these charges will be paid at the time of release
and a deposit may be required for surgical treatment.

Owner’s Signature: __________________________ Date: _____________________
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136 Arch Ave.
Wabasha, MN 55981
Phone: (651) 565-4004
www.wabashavet.com

PATIENT REGISTRATION FORM


