
 

The Animal Hospital of Gurnee 
 
 

___________________________________REGISTRATION FORM_________________________________ 
 

Date:      
 

 New Client   Current Client, New Pet     Change of Address  
 
Owner’s Name:                     SS#:      
 
Address:                
 
City:        State:    Zip:       
 
Home Telephone:     Pager / Cell Phone:       
 
E-Mail:_________________________________________ 
 
Employer’s Name:              
 
Employer’s Address:              
 
City:        State:    Zip:       
 
Work Telephone:      
 
How did you hear about our clinic?  Yellow Pages  Referral, if so, by whom? 
 
      Drive-By   Internet  Other 
                
                
 

Pet No. 1 Pet No. 2 
Pet’s Name: Pet’s Name 

Age / Birth Date: Age / Birth Date: 

Species: 
    Cat        Dog       Horse 

Species: 
   Cat        Dog       Horse 

Breed: Breed: 

Color: Color: 

Sex: 
   Male   Female 

Sex: 
   Male   Female 

Neutered? Neutered? 

Date & Type of last vaccines: 
 

Date & Type of last vaccines: 

Current Medications: Current Medications: 

Previous vet where past records can be obtained: 
 

Previous vet where past records can be obtained: 

Intake_newclient 

 


D.O.B. or


