
Shiloh Animal Hospital 
New patient Registration 

 
Your Name:__________________________________________________________   
 
Spouse/Co-owner name:_______________________________________________ 
 
Address:____________________________________________________________ 
 
City:_________________________    State:_________      Zip code:_____________ 
 
Cell phone & name: ______________________     Home phone:__________________ 
 
Alternate phone & name:____________________ 
 
Email:________________________________________________________________ 

 
Pet Information 

 
Pet’s name_________________________________  Age/DOB ___________________ 
 
Please circle:  Dog    Cat   Exotic             Breed/Species: _____________________ 
 
Is your pet:     Male     Female  Is your pet:   Spayed      Neutered 
 
Other Information: _______________________________________________________ 

______________________________________________ 
 

Pet’s name _______________________________  Age/DOB ____________________ 
 
Please circle:  Dog     Cat    Exotic     Breed/Species:______________________ 
 
Is your pet:    Male     Female          Is your pet:     Spayed       Neutered 
 
Other Information: ______________________________________________________ 

______________________________________________ 
 

All payments are due at time of services rendered.  
We Accept cash, checks, all major credit cards and Care Credit.  

Care Credit can be applied for and approved in as little as ten minutes.  
I have read and understand the above statements and agree to all terms therein. 

 
 

Signature: _____________________________      Date: _____________________ 


