
Cl i e n t  R e gi st r at ion
Where Pets Are Family

1543 First St.
Livermore, CA 94550

Tel (925) 449-4228
Fax (925) 455-6803

www.adobepet.com

Thank you for giving us the opportunity to care for your pet.  So that we may become better acquainted, 
 please complete the following information.

Mr./Mrs./Miss  (Please Circle One)

Pet Owner’s Name:_______________________________________	 Telephone Info:

Mailing Address: ________________________________________	 Home:______________________

City: ______________________ 	 State: ________	 Zip: _________	 Cell:________________________

		  Work:______________________

Driver’s License Number:__________________________________       Spouse/Partner Cell: ______________

Owner’s Birth Date*:_ ____________________________________	 Spouse/Partner Work:_____________

Employer: _ ____________________________________________

Spouse/Co-owner: _______________________________________

Spouse Employer:  _______________________________________

Previous Veterinarian: _ ___________________________________

Email Address:__________________________________________

How did you hear about Adobe Pet Hospital?

Personal Recommendation–Who may we thank? _________________________

q Yellow pages 	  q Drive by/Signage  	 q New Homeowner	 q Web Site

 Other, please specify:______________________________________________
(Please complete additional information on next page)

*Required for dispensing controlled medications



Please tell us about your pet(s): Please list every pet even if they are not being seen today. 

Name: ____________________________ 	 Species: _ ________________ 	 Breed: ___________________

Date of Birth: _ _____________ 	 Color: _ ____________ 	 Sex:  q M q F	 Spayed/Neutered: q Yes q No	 	

Name: ____________________________ 	 Species: _ ________________ 	 Breed: ___________________

Date of Birth: _ _____________ 	 Color: _ ____________ 	 Sex:  q M q F	 Spayed/Neutered: q Yes q No	 	

Name: ____________________________ 	 Species: _ ________________ 	 Breed: ___________________

Date of Birth: _ _____________ 	 Color: _ ____________ 	 Sex:  q M q F	 Spayed/Neutered: q Yes q No	 	

Name: ____________________________ 	 Species: _ ________________ 	 Breed: ___________________

Date of Birth: _ _____________ 	 Color: _ ____________ 	 Sex:  q M q F	 Spayed/Neutered: q Yes q No	 	

Professional fees are due at the time services are provided.  We accept the following for your convenience: 
Visa, Mastercard, American Express & Discover card, and approved checks with proper identification. 
We offer CITI Health Card and Care Credit services for those wishing to apply. Applications are available online at:
 www.healthcard.citicards.com or www.carecredit.com.

_____________________________________________________	 _________________________ 	
Signature of Pet Owner	 Date 

If you have downloaded this form please complete it and bring it with you to your appointment.
We look forward to meeting you and your family pet very soon.  

Adobe Pet Hospital is pleased to provide the following services:
General health & wellness care • Injury & illness • Dentistry • Surgery 

Ultrasound • Radiology • Laboratory

We are proud members of the American Animal Hospital Association and the Better Business Bureau 


