
Owner’s Name ________________________________________________________________________________________________________

Spouse / Co-Owner’s Name ___________________________________________________________________________________________

Home Address ___________________________________________City _______________________ State ________ Zip ______________

Summer / Local Address ______________________________________________________________________________________________

Primary Phone __________________________________________  Secondary Phone  __________________________________________

Email __________________________________________________________________________________________________________________

Employer’s Name / Address ___________________________________________________________________________________________

Emergency Contact ________________________________________________ Phone ___________________________________________

Regular Vet ____________________________________________________________________________________________________________

Driver’s Lic. # ___________________________________________  Social Security # ____________________________________________

Today’s Date _________________

Registration Form
Initially entered by  ______________ Updated by  _________________

Ocean View Veterinary Hospital  |  2033 Route 9 North, Cape May Court House, NJ 08210
p: (609) 486-5025  |  f: (609) 486-6288  |  e: info@oceanviewvetnj.com

Please fill out this form and email to info@oceanviewvetnj.com or fax to (609) 486-6288.

Ocean View
Veterinary Hospital

Name of hospital to forward your pet’s records to  ____________________________________________________________________

We will maintain a record of your pet’s visits with us. If you wish to have us send a copy elsewhere, we will 
be happy to do that on your behalf.

Form of Payment
All bills must be paid in full when services are rendered. A 50% deposit will be required on hospitalized patients. 
We accept major credit cards, including Care Credit. We do not bill.

❑ Cash      ❑ Credit / Debit      ❑ Care Credit

How did you hear about us?

❑ Website         ❑ Shelter / Rescue         ❑ Veterinary Practice         ❑ Facebook          ❑ Sign / Drive By         ❑ Other      

❑ Client    Who may we thank?  _______________________________________________________________________________________

Pet’s Description
Pet’s Name  ___________________________________________________ Species (dog, cat, bird, etc)  ___________________________

Breed ________________________________________   Color ____________________________________   Date of Birth  _____________

Gender ____________________________________________________________________     ❑ Spayed (Female)    ❑ Neutered (Male)

Please choose one:    ❑ Indoor / Outdoor      ❑ Indoor Only      ❑ Outdoor Only

Where did you get your pet from?  _____________________________________________   At what age? ________________________
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