
                     Welcome  

We know your pet’s health is important and we thank you for trusting us to care 

for them.  To help provide the best care possible, please take a few moments to 

fill out this form completely.  Thank you, Crossroads Animal Hospital  

 

Signature of person presenting this pet for treatment if other than owner. 

Signature: ______________________________________________ 

Relationship to owner: ___________________________________________________________________ 

Telephone number: ________________________________________________________________________ 

Address: ______________________________________________________________________________ 

 

 

Crossroads Animal Hospital 

915-584-3459 

VISIT OUR WEBSITE AND SIGN UP FOR THE PET PORTAL 

www.xroadsvets.com 

                                                                                                                                               

Client Registration Form 

 

Name ______________________________________________________ 
                                       Last                                            First                                         D.O.B 
Spouse’s Name_______________________________________________   
                                       Last                                            First                                         D.O.B.                         

Mailing Address: ______________________________________________________   
                               Number                         Street                         City                              Zip code 

Home Telephone: _______________Cell Phone:_____________________  

Email address: ________________________________________________ 

Employers Name: ___________________Work Telephone: ___________ 

Referred by:__________________________________________________ 

 

Pet Information 
1st Pets Name:                             2nd Pets Name:                            3rd Pets Name:    

 

Species: Species: Species: 

 

Breed:______________________ 

Color:______________________ 

     

 

Breed:_____________________ 

Color:_____________________  

 

Breed:__________________ 

Color: __________________                

 

Birth date:__________________ 

 

 

Birth date:_________________ 

 

Birth date:______________ 

Age at this visit:           Age at this visit: Age at this visit: 

 

Sex:  Male:______Female:______ 

Neutered:  ______Spayed:______ 

 

Sex:  Male:______Female:____ 

Neutered:  _____ Spayed:____ 

 

Sex:Male: _____Female:___  

Neutered: _____ Spayed____ 

 

Microchip or tattoo # 

 

 

Microchip or tattoo # 

 

 

Microchip or tattoo # 

 
PROFESSIONAL FEES ARE TO BE PAID AT THE TIME THEY ARE RENDERED.   

PLEASE CIRCLE YOUR PREFERRED METHOD OF PAYMENT. 

CASH           CHECK            CREDIT CARD / VISA / MASTERCARD/ DEBIT  

 

SIGNATURE OF OWNER_______________________________________________ _DATE:________  


