
Caring Canine Rehabilitation Center 
 

Client Information 
 

Your Name  _______________________________________________ 
 

Spouse/Other  ______________________________________________ 
 
      Street Address  _____________________________________________ 
 
      City/State  _________________________________  Zip_____________ 
 
      Home Phone (      ) _______________ Cell (      ) ___________________    
 

Employer  _________________________ Phone (      ) _______________ 
 

Spouse’s Employer_____________________ Phone (      ) ____________ 
 
      Email Address _______________________________________________ 
 

Pet Information 
 

Pet’s Name _______________________     Dog (    )     Cat (    ) 
 
      Breed ________________  Age/DOB ________    Female (    )     Male (    ) 
 
      Color ___________________      Spayed or Neutered?  Yes (    )     No (    )   
 
      Vet/Clinic Referred by __________________________________________ 
 
      Regular Veterinarian/Clinic____________________Phone_____________ 

 
I am the owner of the above pet, or am acting as agent for the owner and accept full 
financial responsibility. 
 
Driver’s License Number  _______________________  State_______ 
 
Signature  __________________________________  Date_________ 
 

  
Payment is due at time service is rendered.  Your usual method of payment will be: 
Cash (    ) Personal Check (    ) Visa (    ) MC (    ) Discover (    ) Care Credit (    ) 

 
 


