CLIENT REGISTRATION FORM

	Owner  Name(s)  (First and Last Name):
                                                  

	Street Address: ______________________________________________
City:________________________________________________________
Province:____________________________________________________
Postal Code:_________________________________________________


	Home Phone:
	Business Phone:



	E-mail:
	Cell phone:

	Emergency Contact Name:
	Emergency Contact Phone(s):


Patient Information

	Name:
	Dog:  
	Cat:
	Other:  

	Breed:
	Colour:

	Birth Date:                                  
	Sex:   M  /  F    
	SPAY/NEUTERED    Y / N     

	Markings:
	Microchip #:

	

	Previous Veterinary Clinic:

	Confirmation to request files:       Y  /  N

	Known Medical Conditions:
______________________________________________________________

______________________________________________________________



	Any known drug allergies:

	Current Medications:
______________________________________________________________

______________________________________________________________



	Current Diet:

	How did you hear about our veterinary clinic?

	I authorize the use of photo/video images of myself and my pet to be used for promotional and/or other purposes on social media, including but not limited to Bayview Mall Veterinary Clinic website and Facebook page
Client signature:___________________________ 


PAYMENT DUE AT TIME OF SERVICE
   WE ACCEPT:       CASH, DEBIT, VISA, MASTERCARD
