
CLIENT REGISTRATION 
 

Welcome to Pickens Animal Hospital! 
So that we may become better acquainted, please complete the following: 

 
 
 

OWNER(S):  _________________________________/_______________________________ 
  Last  First              Initial      Last  First  Initial 
 
 
MAILING ADDRESS:  ___________________________________________________________ 
             Street or PO Box                City   State           Zip Code 

 
 
EMAIL ADDRESS: _____________________________________________________________ 
 

 
TELEPHONE:  ________________________________________________________________ 
   Home        Work   Cell 
 
 
EMPLOYMENT: _______________________________________________________________ 
  Employer   Your Title  Address 
 
 
 
How did you become aware of our hospital? _____Yellow Pages     _____Hospital Sign     ____Other Vet 
 
                 _____Personal Recommendation_______________________ 
                                                             Name  
      
 
All fees are due upon release of patient.  Please indicate your choice of payment method. 
 
 
CASH    CHECK          VISA        MASTERCARD     DISCOVER       AMERICAN EXPRESS 
 
 
 
TODAY’S DATE________________________ 
 
 
 
 
 


