
Lynn Animal Hospital, Inc 
New Client Registration 

 
Date of First Visit: _________________________ 
 
Owner Name: ____________________________ □ Miss     □ Ms    □ Mrs   □ Mr   □ Dr 
 
Street Address: ____________________________________________ 
 
City: ____________________ State: _____________________ Zip Code: ___________ 
 
Home Phone (main#): __________________    Cell Phone: _______________________ 
 
Work Phone: _________________________     Fax: _____________________________ 
 
Other: ____________________         Email: ____________________________________ 
 
Spouse/Relative/Significant Other:  ___________________________________________ 
         
Spouse/Relative/Significant Other Cell:  _______________________________________  
 
Previous Veterinarian where we may obtain medical records: ______________________________ 
 
How did you hear about us?  
  □ referred by a friend                   □ driving by, near by 
  □ phone book                                □ other (please specify): ____________ 
 
If you were referred by a friend or relative, whom may we thank? ___________________ 
 
Pet # 1: 
 
Pet Name _____________________________        Male       Female        Spayed or Neutered 
  
Species:        Dog        Cat            Ferret                  Other: _______________________________ 
 
Breed: _______________________________        Color: _______________________________ 
 
DOB: _______________________________       Do you have vaccine history for your pet?       YES     NO 
 
Pet # 2: 
 
Pet Name _____________________________        Male       Female        Spayed or Neutered 
  
Species:        Dog        Cat            Ferret                  Other: _______________________________ 
 
Breed: _______________________________        Color: _______________________________ 
 
DOB: _______________________________       Do you have vaccine history for your pet?       YES     NO 


