Client Information Form

Name:
_______________________________________    Spouse/Partner:____________________________________
Address:__________________________________________________________________________________________

__________________________________________________________________________________________________
Home Phone:  _________________________________

Spouse/Partner
Cell Phone:     ____________________
_____________

Cell Phone: _________________________________
Employer:       ____________________
_____________

Employer:   _________________________________
Occupation:    _________________________________   
Occupation: _________________________________
Work Phone:  _________________________________

Work Phone:________________________________
Email:
            _________________________________
Fax:
            _________________________________

Are there any other individuals authorized to make treatment decisions regarding your pet in an emergency or if we can not reach you?              Yes ________              No________

If yes, Name:_________________________________________

  Phone:______________________________
How did you hear of our hospital?

· ____ Personal referral from 
_____________________________________________
· ____ Yellow Pages

· ____ Drove by/Sign

· ____ Other


_____________________________________________
What is your preferred form of payment?

· ____ Cash

· ____ Credit/Debit (Visa/MC/Discover/CareCredit)
· ____ Check (In the event your check is returned for insufficient funds, Federal Check Recovery, Inc. will electronically debit your checking account for both the face amount and associated fees. Your payment by check is deemed as acceptance of this electronic check recovery system)
Note: A Senior Discount of 5% on services (medications and food excluded) is available for clients who are 65 years of age and over.      I am 65 years of age or older_______

I accept responsibility for all financial charges related to the services provided for my animal by Sunset Pet Hospital. I understand that full payment is due at the time of services. I understand that I am responsible for all collections and legal fees if I fail to pay.

Owners Signature:_________________________________________
Date:_____________________ 

---------------------------------------------------------------------------------------------------------------------------------------------------

If another veterinary hospital requests your records in the future, do we have your permission to release them?


Yes_______
No_______    Signed__________________________________  Date:___________________

We often receive requests from other hospitals to fax a copy of a patient’s records. If you mark no above, we will not release them until you have provided us with written permission. This will ensure the confidentiality of your pet’s records, but could delay the transfer of records and interfere with another veterinary hospital providing prompt and appropriate care.
A fee of $.51 per page will be applied when records are copied or faxed for records over 10 pages in length,
Pet Information Form

Pet’s Name: _______________________________


Date of Birth: _____________-__

Species:  Cat:_____
Dog:_____
Breed:_________________
Color/Markings:___________________________

Gender:  F_____  M_____
   Spayed/Neutered: Y_____
N_____      Age Pet Obtained:________________

Pet Obtained From:

· _____
Shelter/Rescue Program

· _____
Stray

· _____
Breeder

· _____
Private Party

· _____ Other
_______________________________

Previous Veterinarian:  Name: ________________________  Phone Number: ________________________


Address:_________________________________________________________________

Most recent immunizations:

	Dog                           Date
	Cat                             Date   

	Rabies                                           
	Rabies                                           

	DHPP (Distemper/Parvovirus/Hepatitis)     
	Feline Leukemia Virus              

	Bordatella/Kennel Cough           
	FVRCP (Distemper/Upper Respiratory)

	Leptospirosis 4-serovar
	FeLV/FIV Testing


Date of most recent:
Physical exam______________  Fecal Exam______________ 

Dental Cleaning ___________

Any allergies, drug reactions or sensitivities?
Y______

N______


If yes, please describe: __________________________________________________________

Please describe your pet’s current diet: _____________________________________________________________

Has your pet traveled out of state?

            Y______

N______


If yes, please describe:______________________________________________________________________

Has your pet had any health problems in the past or currently?

Y______

N______


If yes, please describe_________________________________________________________

