
 

NEW CLIENT REGISTRATION 

DATE ___________ Owner Name ______________________________    Spouse/Other____________________  

Address _________________________________________________ City ______________________________ 

State __________ Zip Code   ______________________ County ______________________________________ 

Driver’s License # (if paying by check only) _______________________________________________________ 

E-Mail Address _____________________________________________________________________________ 

Home Phone ___________________________________ Cell Phone __________________________________ 

Work Phone ___________________________________  Spouse/Other Work Phone ______________________ 

PREFERRED METHOD OF CONTACT (Check one - we will try this method first when contacting you): 

 Home Phone             Cell Phone             Work Phone             E-Mail 

     CONFIRM APPOINTMENTS BY:   

                                Text         Phone Call       E-Mail    

PET INFORMATION 

Name ___________________________Birthdate ___________Sex ___________Spayed/Neutered? __________ 

Breed ____________________________  Color ____________________ Diet ___________________________ 

Microchip? _________________ 

 

Name ___________________________Birthdate ___________Sex ___________Spayed/Neutered? __________ 

Breed ____________________________  Color ____________________ Diet ___________________________ 

Microchip? _________________ 

 

Previous veterinarian where past records can be obtained _____________________________________________ 

Has your pet been treated for any illnesses in the past year? ___________________________________________ 

___________________________________________________________________________________________ 

Is your pet on any medication?  _________________________________________________________________ 

List any known allergies your pet has to medications ________________________________________________ 

How did you first hear of us? (check one or more):   Driving By/Sign     Internet      Flyer      Phone Book   

 Friend/Referral (Name:______________________________)     Other:_______________________________ 

I hereby authorize the veterinarian to examine, prescribe for, or treat the above described pet(s).   

I assume responsibility for all charges incurred in the care of the animal(s).  I also understand  

that ALL PROFESSIONAL FEES ARE DUE AT THE TIME SERVICES ARE RENDERED. 

 

Signature of client responsible for pet(s) ___________________________________________________ 

Date _______________________ Thank you for choosing Cary Grove Animal Hospital 

Fritz J. Trybus, DVM 

Heidi M. Quinn, DVM 

Lesli C. Stovall, DVM 

Sheri Levine, DVM 

Alison R. Baker, DVM 

 
374 Crystal Street 

Cary, Illinois 60013 

www.carygroveanimalhospital.com 

carygroveanimalhospital@gmail.com 

Phone: (847) 462-8387 FAX: (847) 462-8385 

 


