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CLIENT INFORMATION
               Mr.

                        
          

     
     Mr.



Owner/Agent (1)  Mrs. 



        Co-Owner/Agent (2) Mrs. 




_________
                               Ms.   Last
       First                                 
                
    
        Ms.     Last                                       First                                   

                            Dr.





       Dr.
Street Address



       Street Address________________________________________________

City
State

    Zip              City

                                                     State        

     Zip                                            


  

Best Contact Phone________________________ □ home □ cell □              Best Contact Phone________________________   □ home □ cell □               

2nd Phone 



         □ home □ cell □                 2nd Phone 



        □ home □ cell □                 
3rd Phone 
         □ home □ cell □                 3rd Phone 
                                                        □ home □ cell □                 
Owner’s Date of Birth____________________________

        Co-Owner’s Date of Birth____________________________
*The State of CA requires that the primary caregiver’s date of birth be recorded when distributing controlled medications.
Email



       Email






                

**Veterinary Specialty Hospital will not sell, rent, or share your email address to third parties.  We may use your email to provide you with news and information about 

     Veterinary Specialty Hospital.
How did you hear about our hospital?  Yellow PagesInternet      Hospital Sign      Prior Visit      Friend      My Family Veterinarian

Advertisement__________________ Online Reviews    American Animal Hospital Association (AAHA)   Other________________________
 

                                                                      PATIENT/PET INFORMATION                                                                                        




( Cat
  
   

Patient/Pet Name

_____
( Dog
Breed: ______________________________ Color: ______________________
                ( Other 

Pets Date of Birth or Approximate Age: ___________

Sex:    ( Male/Intact    ( Male/Neutered    (  Female/Intact 
  (  Female/Spayed

Who is your pet’s regular veterinarian? Dr. 


                 Hospital:





                                 

Who referred you to our hospital? Dr. 



Hospital:





                                 

Please read this important information: 

PAYMENT IS DUE WHEN SERVICES ARE RENDERED AND A DEPOSIT EQUAL TO THE LOW END OF THE ESTIMATE IS REQUIRED ON ALL HOSPITALIZED PETS
MEDICATIONS: Our hospital can supply prescription medications for your pet. It is your choice to have prescription medications filled here at our hospital or at a pharmacy of your choice. This is to serve as your notice that you may request written prescriptions or elect to have prescriptions filled here.
I, the undersigned owner of, agent of the owner of, or Good Samaritan responsible for seeking veterinary care for the pet identified above, certify that I am _____ I am not_____(check one) eighteen years of age or over.  I consent to the examination of this pet by veterinarians at Veterinary Specialty Hospital and Emergency.  I also agree that after consultation with me, the hospital’s doctors may prescribe medication for, treat, hospitalize, sedate, anesthetize and/or perform surgery on my pet.  I understand that some risks always exist, and that I am encouraged to discuss any concerns I have about those risks with the attending veterinarian before the procedure is initiated.  I understand that an estimate of the fees for veterinary services may be provided to me, and that I am encouraged to discuss all fees related to such care before services are rendered and during my pet’s ongoing medical treatment.  I understand that payment is due when services are rendered, and if my pet is hospitalized, I agree to pay a deposit of the lower end of the estimated range.  I agree to assume full financial responsibility for all fees, regardless of the outcome, and will provide payment via cash, check or credit card (Visa, MasterCard, Discover, Wells Fargo Health Advantage or Care Credit) at the time my pet is discharged from the hospital.  I agree to pay a monthly billing and financing fee equal to 1.5 percent of any unpaid balance.  Jurisdiction and venue for all purposes relating to this agreement shall be in San Diego County, California.

Signature of Owner/Agent (1)





Date


Signature of Spouse/Agent (2) or Parent/Legal Guardian if under age 18

Date
FOR OFFICE USE ONLY:
Confirmed Referring/ Regular Veterinarian Information            Collected DOB for Medications           Staff Initials ____    
For Office Use Only


       Cubex


       Entered


       Scanned








