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--- NEW CLIENT ADMISSION FORM ---

CLIENT NAME:
___________________________________________________________________  Mr/Mrs/Ms/Miss
                            
(Last)                                                                    (First)                                             
ADDRESS: 
________________________________________________________________________________
                            
(Number)                         (Street)                                                                                                                       (Apt#)
_________________________________________________________________________________         (City)                                                         (State)                                                                                                (Zip Code)
PHONE NUMBER (HOME): (____)_____________     (WORK): (____)_____________ CELL: (____)________________
SS or DRIVER’S LICENSE #: ________________   DATE OF BIRTH ___________ E-MAIL ______________________
EMPLOYER: ___________________________________________ POSITION: _______________________________

EMPLOYER ADDRESS: ____________________________________________________________________________                       (City)                                                         (State)
CO-OWNER/SPOUSE NAME _____________________     HOME: (____)____________ WORK: (____)______________

REFERRED BY: YELLOW PAGES __ SIGN __ HUMANE SOCIETY/SHELTER __ PET STORE __ FRIEND/RELATIVE __
PET 1                                                PET 2
PET'S NAME: _________________________________      PET'S NAME: ____________________________________
DATE OF BIRTH: ______________________________      DATE OF BIRTH: _________________________________

BREED: _____________________________________
     BREED: ________________________________________

COLOR AND MARKINGS: _______________________
     COLOR AND MARKINGS: _________________________

MALE __ MALE NEUTERED __ FEMALE __ FEMALE SPAYED __        MALE __ MALE NEUTERED __ FEMALE __ FEMALE SPAYED __
My pets were last seen at (clinic) ______________________________________ (phone) ________________________
PAYMENT POLICY

Payment is expected at the time services are provided.  The hospital accepts VISA, MasterCard, Discover, Checks, and Cash.  A $25.00 service fee will be applied to all returned checks.  Balances over thirty days will be subject to interest at the rate of 1 1/2 % per month.  I understand that if the balance is not paid in a timely fashion, I will be responsible not only for the balance due, but any collection agency fees, court costs, and/or attorney fees that are incurred in the attempt to collect this debt.  Please be advised that the hospital is not staffed during non-business hours.  

By signing this form I agree that I am at least 18 years of age and assume full financial responsibility for the above mentioned pet(s).

____________________________________

___________________

Signature of Owner

Date
