DELANO VETERINARY CLINIC

CLIENT INFORMATION

Today’s Date: _____________

Owner: _______________________________________________________________

       


(Last)
       

   
(First)

Address: _________________________ City: ___________ST_______ZIP________

Home Phone: _____________________ Work Phone: ________________________

Cell Phone: _______________________Other Phone: ________________________

2nd Contact Name: _______________________Phone: _______________________

E-mail Address: ______________________________________________________

How did you hear about us? _____________________________________________
Who may we thank for referring you? ______________________________________

PATIENT INFORMATION

Pet’s Name: _____________________________ Date of Birth _________________

Species:  Dog / Cat / Other: _________________ Sex: _________ Spayed/Neutered

Breed: ________________________ Color/Markings: ________________________

    Other facilities frequently request patient history and vaccination records. Please indicate the facilities to which we have your permission to send this information.

_____
 Other veterinary clinics and hospitals

_____
 Kennels and boarding facilities

_____
 Please do not release any information
Signature: ______________________________ Date: ____________________ 

PAYMENT IS REQUIRED AT TIME OF SERVICE

We accept cash, check, VISA, MASTERCARD and DISCOVER
Records and X-Rays are the property of the Delano Veterinary Clinic.

Past due balances are subject to a 1.5% per month service charge until paid.

The above information is correct and complete, and I agree to the above stated terms.
Signature: _____________________________________________________________
(Relationship if you are not the owner): ___________________









