Community Veterinary Clinic
Client Information
Thank you for giving us the opportunity to care for your pet. Please help us better meet your needs by taking a few
moments to fill out this information sheet.

Owner’s Name: _________________________ Spouse/Other: _____________________________
Address: _________________________________ City: ________ State: _____ Zip: ___________
Cell/House Phone #: ________________________ Spouse/Other Cell #: ______________________
In case of EMERGENCY, call _________________________ at phone # ____________________
Preferred method of communication for reminders (check all that apply):
____ Text message/SMS Best # ________________________________
____ Phone Call              Best # _____________________________
____ Email              Best email: _____________________________________
____ Postcard         If different than address above: _____________________________________
________________________________________________________________
____ Other Explain: _______________________________________________________
If you have any children, we would love to know their names to better know your family:
__________________________________________________________________________________________
What is your occupation, any hobbies, favorite book or sports team so we can better know you and/or your family:
__________________________________________________________________________________________
To help prevent the spread of infectious diseases, ALL hospitalized animals
must be current on all vaccines.

Fees and Payment Agreement
We will gladly prepare a written estimate for any services if you desire. Please ask a receptionist or doctor. All
professional fees are due at the time services are rendered. I understand every effort will be made to achieve a successful outcome and to provide for all possible safety in hospital care and handling. I hereby authorize this hospital to receive, prescribe for, treat or perform surgery upon my pet(s).
 Furthermore, I agree to any fees for services rendered at the time the pet is discharged from the hospital or the service is otherwise terminated. I agree to pay for the reasonable costs of collection in the event that collection efforts become
necessary. There will be a service charge for any check returned unpaid.
There will also be a monthly statement charge of $5.00 on unpaid balances due.

Name (printed): _____________________________________
Signature: __________________________________________ Date: ______________________
