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Welcome to our Practice!

Thank you for selecting us as your veterinarian!  We are glad to have you here. To enable us to better serve you we ask that you please fill out the attached paperwork and provide us with all previous medical records for your pet.

We will do our best to honor our appointment schedule.  Please note that time is a limited commodity; once lost, it can not be regained.  Our business runs by appointments, which assures each client and patient receive our full attention during the allotted time.  Please be aware that if you arrive late for your appointment we may need to reschedule or require you to wait until the next available appointment.  We will go out of our way to be fair and accommodate you in these situations; however this is done as courtesy to other clients and to keep appointments running on time.
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CLIENT NAME:
___________________________________________________________________  Mr/Mrs/Ms/Miss

                            
(Last)                                                                    (First)                                             

CO-OWNER/SPOUSE _______________________________________________________________Mr/Mrs/Ms/Miss

                               
(Last)                                                                    (First)                                             

ADDRESS: 
________________________________________________________________________________

                            
(Number)                         (Street)                                                                                                                       (Apt#)

_________________________________________________________________________________         (City)                                                         (State)                                                                                                (Zip Code)
PHONE NUMBER (HOME): (____)_____________     (WORK): (____)_____________ (CELL): (____)________________

CO-OWNER/SPOUSE (HOME): (____)_____________     (WORK): (____)_____________ (CELL): (____)____________

SS or DRIVER’S LICENSE #: ________________   DATE OF BIRTH ___________ E-MAIL ______________________

(For processing check payments)

EMPLOYER: ___________________________________________ POSITION: _______________________________

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) ________________________

PET 3                                                PET 4
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) ________________________
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PAYMENT POLICY

Payment is expected at the time services are provided.  

A deposit may be required for extensive medical or surgical procedures.  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.  This applies to all office visits.

AUTHORIZATION FOR SERVICES

The signer of this document has the authority to authorize surgery, diagnostics, treatments, and euthanasia for the pets listed.  The following individuals also have authority to make these decisions for the listed pets:

_________________________________

_________________________________

_________________________________

I realize that I am financially responsible for decisions made by the above individuals on behalf of my pet and hold the doctors, staff, and agents of Ashburn Farm Animal hospital harmless in the event that they make a decision that I may disagree with.

Optional—

In the event that one of the individuals listed above does bring my pet for services, I authorize charges to be placed on the following credit card:

Credit Card Number: ________--________--________--________  Exp Date: ___/___/___

Security Code on Back _______  

By signing below 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

