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Texas Veterinary Dental Center
12810 Fountain Lake Circle, Stafford, Texas 77477
Ph 281-325-0074 Email: mypet@texasvetdentist.com

CLIENT/PATIENT REGISTRATION FORM:
DATE: ___________

OWNER’S NAME: __________________________________________________________________
CELL PHONE: _______________________ Email: ___________________________  

CO-OWNER(S):______________________________________ Relationship _______________ 
Co-owner Phone: ________________ Co-owner Email: ___________________________

ADDRESS: _________________________________________________________________________
CITY: _________________ STATE: _________ ZIP: ____________

REFERRING VETERINARIAN/CLINIC:________________________________________________
Phone #:_________________________

PET’S NAME: _____________________ AGE: _________ 
[bookmark: Check1][bookmark: Check2][bookmark: Check3][bookmark: Check4][bookmark: Check5][bookmark: Check6]CIRCLE ONE: |_|DOG|_|CAT      |_| MALE|_|FEMALE     |_| SPAYED|_|NEUTERED
BREED: _______________________  COLOR: ________________________
What is the reason for visiting the doctor today?_________________________________________________
Please list any health problems your pet has:____________________________________________________
__________________________________________________________________________________________
If your pet is currently on any medications, please list: ___________________________________________
__________________________________________________________________________________________
If your pet is allergic to any medications, please list: ____________________________________
Has your pet had any problems with anesthesia?________________________________________________
When was the last time your pet had their teeth cleaned under anesthesia?________________
What diet do you feed your pet?____________________________________
[bookmark: Check7][bookmark: Check8]Is your pet’s RABIES vaccine current?|_| YES |_|NO   Date of vaccination__________________
[bookmark: Check9][bookmark: Check10]Do you brush your pet’s teeth? |_|YES |_|NO How often?_____________
[bookmark: Check11][bookmark: Check12]Are you willing to include a home dental care program for your pet? |_|YES |_|NO

Your veterinarian has referred you to Texas Veterinary Dental Center out of trust and concern that your pet be provided the opportunity to receive advanced veterinary dental care.
By signing below, you hereby authorize Dr. McCoy and/or his associates of the Texas Veterinary Dental Center to examine and treat the described pets listed in your file. You agree to maintain your relationship with your primary veterinarian for health and wellness issues not related to dentistry. You also assume financial responsibility for the care of your pet(s) and understand payment is due at the time of discharge. Permission to release medical history is also granted, unless otherwise stated or revoked.
Signature of Owner or Agent: ________________________________________________________ Date: _______________
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