                                 WELCOME

To

                                     Middle River Veterinary Hospital

                                              252 Rolla Mill Road

                                               Verona, VA. 24482

                                                   540-248-7203

	                                         CLIENT REGISTRATION


Owner______________________________________ Drivers Lic. #______________________

Mailing Address____________________________________ Owner DOB________________
City_______________________________________State________________Zip_____________

Primary Number______________________ Secondary Number________________________
Physical Address________________________________________________________________

Employer Name & Address______________________________________________________

E-mail Address_________________________________________________________________
Spouse/Other Name ____________________________________________________________
Spouse/Other’s Employer_______________________________________________________

Preferred Pharmacy_____________________________________________________________ 
Emergency Contact Name______________________ Phone Number__________________

How did you first hear of us?      Yellow Pages__       Newspaper__       Sign__

Other__________________________________________________________________________

If recommended, by whom?_____________________________________________________

	                                                 PET INFORMATION


Pet Name__________________________________Dog___Cat___Other___________________

Breed__________________Color____________Sex____Spayed/Neutered__Birth Date___

Vaccines given____________________________________________Date__________________

Past Health Problems____________________________________________________________

Current Medications_____________________________________________________________

Other Comments________________________________________________________________

Pet Name__________________________________Dog___Cat___Other___________________

Breed__________________Color____________Sex____Spayed/Neutered__Birth Date___

Vaccines given____________________________________________Date__________________

Past Health Problems____________________________________________________________

Current Medications_____________________________________________________________

Other Comments________________________________________________________________

	                                             AUTHORIZATION


I assume responsibility for all charges incurred in the care of this animal.  I also understand that these charges will be paid at the time of release and that a deposit may be required for certain treatments.  I authorize this hospital and its staff to request my pet’s vaccination history by phone.

Signed:________________________________________Date_____________________________
