
 
Animal Protection Society of Rockingham County 

Pet Care Assistance Program 
 

1. Name   ___________________________________________________________ 

 

2. Address   _________________________________________________________ 

 

3. Phone   (home) _____________ (work) _____________ (cell) _______________ 

 

4. Email address _____________________________________________________ 

 

5. Do you/others in your household currently receive help via Medicaid, Supplemental 

Security Income (SSI), Food Stamps, Work First, WIC, Special Assistance, or Payment 

of your Medicare Part B Premium by Medicaid? 

_________________________________ 

 

6. If the answer to #5 is no, please provide monthly incomes for the last 6 months of 

household members 

___________________________________ 

(Attach pay stubs) 

 

7. List the members of your household and their ages.  

 

            __________________________________________________________________ 

 

8. Type of Assistance Requested (Please explain need in lines provided): 

 

 Spay/Neuter Pet (sterilize)         ____      

 Emergency Veterinary Care        

           

         

 Doghouse          

 Fencing          

 Pet Food          

 Vaccinations            

 Other           

P.O. Box 35 

Mayodan, NC  27027 

336-791-4606 

apsrc1@yahoo.com 

www.apsrc.org 



 

9. Complete this section if Spay/Neuter is requested:  

 

 Dog or cat _______ Male or female_______ Weight ______ Age _______ 

 

 Name _____________ Breed/mix _______________Coat length________  

 

 Colors and markings __________________________________________ 

   

10. Rabies vaccination information: (Attach copy of rabies vaccination certificate.) 

 

 Tag number ___________________ Expiration date _________________ 

 

11. Provide proof of other vaccinations the pet has received (Attach vet receipts or provide 

name of your vet: __________________ 

 

12. How many pets do you have in total:  __________________________ 

 

13. How many of these pets are spay/neutered:  _____________________ 

 

14. How many of these pets are up-to-date on vaccinations:  ___________ 

 

15. By my signature, I certify that the above information is true and accurate and that I have 

read and understand the above disclosure: 

 

_________________________________________ Date ____________________ 

  

 

 

Disclosure:  The Animal Protection Society of Rockingham County (APSRC) will review your 

application and determine if you qualify for our Low Cost Assistance Program.  If we do not 

have adequate available funds at the time you submit your application, you will be placed on a 

waiting list until we have adequate funding to fulfill your need.  Although we will do our best to 

provide funding in the order that applications are received, the APSRC reserves the right to 

prioritize how and when funding is dispersed.  For example, we may fund veterinary emergency 

situations that arise prior to funding other services that are not deemed emergencies, even if 

those applications were submitted earlier. 

 

 

 


