Roan Mountain Animal Hospital
New Client Registration Form

Owner’s Name______________________________ Today’s Date_________
Address_________________________________ City_____________ State_______ Zip_________
Home Phone________________ Cell Phone____________________ Other__________________
E-Mail address: ___________________________________
Employer___________________________ Work Phone______________________
Spouse___________________ Employer___________________ Work Phone___________________
Payment Method:  Cash______ Credit/Debit Card______
	Check_______

For your convenience, please provide your Driver’s License Number and Social Security Number. This will alleviate future requests each time you pay by check.  If for any reason your check is returned you will be responsible for a $25 returned check fee in addition to any collection fees or court costs. 

Driver’s License:______________ SSN#:___________________ Date of Birth:__________




We accept Cash, Check, MasterCard, Visa, Discover, and American Express.  By signing below you agree to pay the balance on your account in full at the time services are rendered.  Please do not hesitate to ask if you wish to have a written estimate at any time.

Signature________________________       Date________________

How did you become aware of our hospital? Yellow Pages___ Hospital Sign___ Website___ Facebook___ Previous Client___ Who may we thank? ___________________________
……………………………………………………………………………………………………………

Pet’s Name________________ Birth Date________ Color______________ Breed_______________
Male__ Female__ Altered___ 
Allergies_______________  Microchip#:_________________

Current Medications/Products: _________________________________________________________

