
PET / ANIMAL REGISTRATION
West Point Loma Owners Association, Inc.

UNIT
NUMBER:

UNIT OWNER SIGNATURES

Unit owner signature(s) are required for all units.

Property manager signature cannot be accepted unless
a power of attorney is on file with the HOA.

Check one box:

G (Owner-Occupied)

I have read and understand the Pet / Animal Policy.

G (Not Solely Owner-Occupied)

I have read and understand the Pet / Animal Policy.

I agree that my tenant(s) or roommate(s) listed on
this form may have the pets / animals listed on this
form.  I understand that the HOA can hold me
responsible for violations of the HOA’s Pet / Animal
Policy by tenants and roommates, even if:

(i) I am not personally at fault, and/or

(ii) any lease or rental agreement requires tenants
and/or roommates to abide by the HOA rules.

Unit owner
signature
and date:

Unit owner
signature
and date:

G OWNER G RENTAL
OCCUPIED

TYPE OF ANIMAL(S):

G 1 dog G 1 cat

G 2 dogs G 2 cats

G 1 dog + 1 cat G 1 bird

G Other (explain)

PET OR ANIMAL
DESIGNATION:

All animals will be classified as
pets and must meet the pet
standards UNLESS a box is
checked AND all required
materials are supplied.

G emotional support animal
(documentation required)

G other service / support animal

ANIMAL NAMES AND OTHER INFORMATION:

TENANT / ROOMMATE NAMES AND SIGNATURES

Printed name + signature of (i) roommate(s) with animal(s) or (ii) all adult tenants.  

G I have read and understand
the HOA’s Pet / Animal Policy.

G I agree to abide by it.

Print name
of tenant:

Tenant
signature
and date:

G I have read and understand
the HOA’s Pet / Animal Policy.

G I agree to abide by it.

Print name
of tenant:

Tenant
signature
and date:

Form date 10-2023
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