
Sheeler Road Animal Hospital 
547 Sheeler Ave Apopka, FL 32703 (407)889-0513 

PATIENT REGISTRATION & MEDICAL HISTORY FORM 
PLEASE COMEPLETE ALL PORTIONS ® PLEASE PRINT 

Date: 
 
Owner’s Name: 
Spouse: 
Address: 
City:     State:  Zip: 
Telephone No.  (Home)   (Business) 

(Mr. Cell)   (Mrs. Cell)    
Email: 
Who may we thank for your referral? __________________________ 
 
*Patient Name:    Breed: 
Pets Date of Birth or Age:   Sex: ❑ Male ❑Female 
Color:     spayed/Neutered: ❑Yes       ❑No 
❑Dog ❑Cat ❑Other (specify) 
 
 
*Patient Name:    Breed: 
Pets Date of Birth or Age:   Sex: ❑ Male ❑Female 
Color:     spayed/Neutered: ❑Yes       ❑No 
❑Dog ❑Cat ❑Other (specify) 

 
Is your pet allergic to any foods or drugs? 

Previous Veterinarian:       ❑Yes     ❑No        If yes, please specify 
 
Phone:  

                                                           Currently on Heartworm Prevention Medicine? 
❑Yes ❑No 

Current Medications (list): 
 
__________________________________________________________________________ 
 
__________________________________________________________________________ 
 
Please check your preferred payment: ❑Cash ❑Visa  ❑MC  ❑Discover❑Amex❑CareCredit 

 
Signature of Owner or Owner’s Agent: 
 
 


