
New Client & Patient Registration Form

CLIENT DETAILS

Title: ☐ Mr ☐ Mrs ☐ Ms ☐ Miss ☐ Dr ☐ Other: __________

First Name: _______________________________
 Last Name: _______________________________

Address:   ______________________________________________________________

______________________________________________________________

Phone:
 Mobile: ____________________ Home: ____________________
 Work: _____________________

Email: ____________________________________________

PATIENT DETAILS

Pet Name: ___________________________________________

Species: ☐ Dog ☐ Cat ☐ Bird ☐ Other: ___________________

Breed: ______________________________________________

Colour / Markings: ___________________________________

Date of Birth / Age: _________________________________

Sex: ☐ Male ☐ Female ☐ Desexed ☐ Unknown



Pet Insurance: ☐ Yes ☐ No
 Provider (if yes): ______________________________________

SECOND PET DETAILS (if applicable)

Pet Name: ___________________________________________

Species: ☐ Dog ☐ Cat ☐ Bird ☐ Other: ___________________

Breed: ______________________________________________

Colour / Markings: ___________________________________

Date of Birth / Age: _________________________________

Sex: ☐ Male ☐ Female ☐ Desexed ☐ Unknown

Pet Insurance: ☐ Yes ☐ No
 Provider (if yes): ______________________________________

PREVIOUS VETERINARY CLINIC (if applicable)

Clinic Name: ________________________________________

☐ I consent to Galston Veterinary Clinic requesting my pet’s records

HOW DID YOU HEAR ABOUT US?

☐ Friend / Family ☐ Google ☐ Social Media ☐ Signage ☐ Other: ___________

NURSE USE ONLY

Microchip Number: ___________________________________

☐ Microchip scanned and confirmed

Thank you for choosing Galston Veterinary Clinic to care for your pets.


