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Client Information (Registration)

Name: ______________________________________________________ Date: _______________

Spouse or Alternate account holder: ___________________________________________________

Address: _________________________________________________________________________

City: ___________________________ State: IL_ Zip: _________ County: _____________________

Primary Phone Number: _____________________________________________________________ 

Cell Phone: ___________________________ Spouse Cell Phone: __________________________

Work Phone: __________________________ Spouse Work Phone:__________________________

E-Mail Address: ___________________________________________________________________

Spouse E-Mail Address: _____________________________________________________________
(By providing your e-mail address, you will automatically be signed up for Petsites, where you can view all of your pet’s medical records on-line. If you choose not to sign up, please let the receptionist know in advance.)

Emergency Contact Information: ______________________________________________________

How did you hear about our clinic? 

( Yellow Pages  ( Yelp  (Google Search  ( Mailing/Advertisement  ( Postcard   ( Drive By

(TAILS  ( Anderson Animal Shelter (Dekalb County Humane Society (Petsmart/Petco
(Referral: __________________________ (Friend/Relative)  (Other: _________________________
Patient Information (Please list additional pets in space provided on back)
Patient Name: _____________________________________________________________________ 

Species: (Dog  (Cat  (Other: _______________________ Breed: ___________________________

Sex:  (Male   (Female      Neutered: (Yes   (No    Date of Birth:_____________________________

Color or Markings: ____________________________ Microchip Number: _____________________
I give permission for my pet’s name and/or picture to be used for social media:  ( Yes 

(We will not use your name or any personal information)                                      ( No


Medical History

Pertinent Medical History: ___________________________________________________________

________________________________________________________________________________

Current Medications (including dose): __________________________________________________
Current Diet: ______________________________________________________________________

Additional Pets (if needed): 
Name: __________________________ Species: (Dog (Cat  Breed: _________________________

Sex:  (Male   (Female      Neutered: (Yes   (No    Date of Birth:_____________________________

Color or Markings: ____________________________ Microchip Number: _____________________








        (optional)

Name: __________________________ Species: (Dog (Cat  Breed: _________________________

Sex:  (Male   (Female      Neutered: (Yes   (No    Date of Birth:_____________________________
Color or Markings: ____________________________ Microchip Number: _____________________








        (optional)

Credit & Collection Policy
1. All charges are expected to be paid in full at the time of service and for new clients. 
2. A finance charge of 18% APR is applied to any balance that is over 30 days old. Monthly payments are required and any accounts greater than 90 days without a payment are subject to referral to our collection agency and will be charged a collection fee of 33% of the balance and a $7.00 fee if a certified letter is sent. 

3. A $20.00 no show fee, which will be donated to the TAILS Humane Society, will be applied to the account for every missed appointment. 
4. A $25.00 fee will be applied to all returned checks. 
I have read and understand the above credit & collection policy and agree to the terms. 

Account Holder
Signature:          __________________________________________ Date: _________________
Optional: Social Security #: _________________and/or Driver License #: ___________________ 

Alternative Account 
Holder Signature: _________________________________________ Date: ________________
Optional: Social Security #: _________________and/or Driver License #: ___________________ 
Thank you for choosing Prairie View Animal Hospital to care for your pet(s). We will be happy to answer any questions you have about your pet’s health. To ensure the best possible care, please make sure all the above information is complete & accurate. Thank you!
FOR OFFICE USE ONLY:                            Chart #: ____________


□ Scanned                       


□Attached                                                   Initials: ____________


□All information checked & entered











Please complete both sides (

