
 
                        

NEW PATIENT 
REGISTRATION 

Lakeside Animal Hospital  
8521 Gunn Hwy.  
Odessa, Fl. 33556 
813-920-5100 
staff@lakesideah.com 

Client Information    Date: _______________ 

First Name: __________________________________ Last Name: _________________________________ 

Address: _____________________________________________________________________________________ 

City:______________________________ State: _________________________ Zip Code:_____________ 

Primary Contact Number:___________________________________ [ ] Cell [ ] Home 

Secondary Contact Number:__________________________________[ ] Cell [ ] Home 

Email Address: ____________________________________________________________________________ 

How did you hear about us?      Sign/Drove by      Website  Google        Yahoo      Yelp        Facebook  

Client Referral (Name): ____________________________________________________________ 

Patient Information 

Name: _____________________________________               Species:       Dog        Cat       Other 

Breed:_____________________________________   DOB (approx. age):__________________________ 

     Male        Female           Neutered/Spayed  How long have you had your pet? _______________ 

Allergies:___________________________________  Current Medications:__________________________ 

Last Flea and Heartworm meds given:_____________  __________________________________________ 

Name: _____________________________________               Species:       Dog        Cat       Other 

Breed:_____________________________________   DOB (approx. age):__________________________ 

     Male        Female           Neutered/Spayed  How long have you had your pet? _______________ 

Allergies:___________________________________  Current Medications:__________________________ 

Last Flea and Heartworm meds given:_____________  __________________________________________ 

Name: _____________________________________               Species:       Dog        Cat       Other 

Breed:_____________________________________   DOB (approx. age):__________________________ 

     Male        Female           Neutered/Spayed  How long have you had your pet? _______________ 

Allergies:___________________________________  Current Medications:__________________________ 

Last Flea and Heartworm meds given:_____________  ___________________________________________ 

I hereby authorize the veterinarian to examine, prescribe for and treat the above described pet(s). I assume all 
responsibility for the charges incurred in the care of this animal. I also understand that these charges will be paid for 
at the time of release.  

Signature:_______________________________________________ Date:_____________________________ 

Pet #1 

Pet #2 

Pet #3 


