
Last Name _____________________________     First Name _____________________________   Title ____________

Address _______________________________     City ____________________    State _______     Zip ______________

Home Phone __________________________     Work _______________________     Cell _______________________

Email ___________________________________________________________

Spouse/Partner ______________________________________     Phone _______________________________________

How did you hear about us? 	□ Referral (who) __________________________     □ Internet     □ Sign     

	 □ Other  ___________________________________

Pets’ Name ___________________________________   Species:  □ Cat     □ Dog     □ Other _________________

Date of Birth _______________________________    Age _________    Sex:  □ Male   □ Neutered   □ Un-

sure

Breed ________________________________________    Color __________________________________________________

Known Allergies (please list) _________________________________________________________________________

Date of last veterinary visit ____________________________________________________(approx. if unknown)
I hereby authorize the veterinarian to examine, prescribe for, or treat the above described 
pet.  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 surgical treatment or hospital treatment.

I understand that The Heart of Chelsea Animal Hospital will NOT accept personal checks*

Registration

Additional Info

Pet Health History

Authorization

1-212-924-6116
257 West 18th Street, 
New York, NY 10011

HeartOfChelsea.com

Welcome to

Signature Date


