
6801 Heritage Dr.
Port St. Lucie, FL 34952

Ph: (772) 461-8687 Fax: (772) 464-4398 
hello@npslah.com

New Patient Registration

Owner Information

Pet Information

I hereby authorize the veterinarian to examine, prescribe for, and/or treat the above described pet.  I assume full
responsibility for all charges incurred for 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.

Signature: ____________________________________________ Date: __________________

 Primary Owner's Name:
 _______________________________________________________________________________________

(Last)                           (First)        (M)
 Address:
________________________________________________________________________________________
________________________________________________________________________________________

 Home Phone Number: (  ) ________- ___________Cell Phone Number: (  )________-___________

 Secondary Owner's Name: _________________________________________________________________
 Secondary Owner's Phone Number:  (         ) ________- ____________

 Email Address: ___________________________________________________________________________

 How were you referred to us?
___ Social Media  ___ Location  ___ Existing Client  ___ Other Business

If you were referred by a friend, family member or existing client, please provide their name(s) so we know 
who we may thank. 
________________________________________________________________________________________

Name: _____________________________ Sex: _______________________________
       (neutered or spayed)

Species (canine/feline): _______________ Age/Date of Birth: ____________________

Breed: _____________________________ Flea/Tick Prevention: __________________

Previous Veterinarian name: ______________________________  HW Prevention: ________________

___ Google/Online Search


