
Paws & Claws Pet Medical Center 
 
Entered □     Client Registration Form  Account # 
 
 
Welcome to Paws & Claws Pet Medical Center. Thank You for giving us the opportunity to care for your pet. We’ll be happy 
to answer any questions you may have about your pet’s health. To ensure the best care possible, please that the time to fill 
this form out completely. Thank You! 
 
Name: _______________________________________   Spouse/Co-Owner:______________________________________ 

Address: _____________________________________   City: __________________    State: _______    Zip: ___________ 

Home Phone: ______________________ Cell Phone: _____________________ Work Phone: ______________________ 

Emergency Phone: __________________________   Employer: _______________________________________________ 

Email Address: _______________________________________________   □ I would prefer my pet’s reminders via e-mail 
 
How did you hear about us: ____________________________________________________________________________ 

        (Person’s name, Google, Yelp, Bing, Yahoo, Yellow Pages, Phone Book, Newspaper, Other) 
 
 
 

Patient Information 
 

Name: _________________________ Species:  □ Feline □ Canine □ Other: ___________ Birth Date: ____________ 

Please Circle: Male - Neutered / Female - Spayed  Breed: _____________________ Color: _______________________   

Are vaccines up to date? □ No □Yes     if Yes, Date and location last vaccinated ________________________________   

Where can we obtain records? __________________________________________________________________________   

Current Medication, if any: ______________________________ Long Term Problems, if any: _____________________ 

Reason for visit: ______________________________________________________________________________________ 

 

 
 

Treatment & Payment Information 
 
I hereby authorize the veterinarian to examine, prescribe for, or treat my pet (s). I assume responsibility for all charges 
incurred in the care of my animals.  I also understand that full payment is due when services are rendered and that a 
deposit will be required for surgical or medical treatment. 
 
Method of Payment: □Cash   □Debit Card  □Visa/MasterCard/Discover/American Express    □Care Credit   □Check 
 
*If paying by Check, a current Driver’s License # ______________________ DOB: ________________ is REQUIRED 
 
Signature of Owner or Agent: __________________________________________________ Date: _________________ 
 
 
 

26745 SE Stark Street, Troutdale OR, 97060     (503) 661-1833     www.pawsandclawsvet.com 


