
 

 
            CLIENT INFORMATION 

 
Welcome to our hospital.  So that we may become better acquainted, please complete the following: 
 
 
TODAY’S DATE ________________________ 
 
YOUR NAME:  ___________________________________________________________________ 
          Last                                 First                             Initial  
 
ADDITL NAME/SPOUSE:  _______________________________________________________________________ 
                                          Last                                 First                             Initial  
 
MAILING ADDRESS:   ______________________________________________________________ 
             Street or PO Box   City         State           Zip Code 
 
EMAIL ADDRESS_______________________________________________________________________________ 

Would you like to receive our e-newsletter?    _____YES    _____NO 
          NOTE:  Email address is required in order to access your pet portal. 
 

TELEPHONE _____________________________________________________________________ 
   Home             Work                Cell 
 
EMPLOYMENT ___________________________________________________________________ 
   Employer      
 
 
 
How did you become aware of our hospital? 
 
_____Yellow Pages     _____Hospital Sign     ____Other Vet    _____ Internet/Web 
 
_____Personal recommendation_______________________________________________________________ 
      Name  
 

PLEASE CIRCLE YOUR CHOICE OF PAYMENT METHOD. 
PAYMENT IS DUE IN FULL BEFORE EMERGENCY OR NON-ROUTINE SERVICES ARE PERFORMED. 

 
CASH 
CREDIT CARD:   VISA     MASTERCARD DISCOVER AMEX 
DEBIT CARD  
CHECK              (PROCESSED ELECTRONICALLY)              
CARE CREDIT 
         
 
 
 

Please note: Your privacy is important to us. 
All information received in all forms and through other communications is subject to our 

Patient Privacy Policy. 
 


