[image: image1.jpg]


Cross Timbers Animal Medical Center

2601 Cross Timbers Road
John R. Harvey, DVM

Flower Mound, TX  75028-2717
Dena L. Hartley-Lock, DVM
Phone: (972) 874-VETS (8387)
www.CrossTimbersAMC.com


New   Client   or   Pet   Information

Thank you for giving us this opportunity to care for your pet.  We’ll be happy to answer any questions you have about your pet’s health.  To insure the best care possible, please take the time to fill in this form completely so that we can best serve both you and your “additional family member”.  *Italicized information is optional.
Please check one:  New Client
 Current Client – New Pet (Only fill out Client Name & Pet information)
Client Information






Date: ___________________  
First Name: _____________________ Spouse: ______________________ Last Name: _________________________________ 
Address: 
                                              Apt:                  


City: _____________________________ State: _____ Zip: ___________ Primary/Home Phone: (____) 


Cell Phone: (______) 
  Spouse Cell Phone: (______)_________________________________

*E-Mail Address: _________________________________________________________________________________________
When is the best time to call about your pet? 

At what phone number? 


Emergency Contact Name: 

Phone: (
) 


How did you learn about our practice?  Hospital Sign  Website  Drive By  Internet: ___________ Other 


 Friend: Who May We Thank for Referring You? _____________________________________________________________

*Occupation / Employer: 


*Work Phone: (
) 

*Employer’s Address: 


*Title at work: 

If necessary, may we call you at work?:    Yes    No
*Spouse / Other’s Work #: 

Please list the number of pets you have in your household?  _____ CATS _____ DOGS _______________Other (please specify)
Pet Information

Pet’s Name: 

 Dog    Cat    Other: 


Breed:__________________________    Color:__________________________
Birthdate/Age: 


Sex:  M    F
     Neutered/Spayed:  Yes    No  *At what age? _____   Microchip #?_______________________

Primary reason for visit:___________________________________________________________
Any known allergies or health care issues we need to know about: 


*What age was pet obtained? 
 From:  Friend    Breeder    Pet Shop    Humane Society    Other: 


*Reason for obtaining pet (check all that apply):  Companion    Protection    Breeding    Show    Other 


*Previous Caretaker / Veterinary Clinic & Phone # (If records are needed): 

Payment is Due When Services are Rendered
Additional (2nd pet) Pet Information  

Pet’s Name: 

 Dog    Cat    Other: 


Breed:__________________________    Color:__________________________
Birthdate/Age: 


Sex:  M    F
     Neutered/Spayed:  Yes    No  *At what age? _____   Microchip #?_______________________

Primary reason for visit:___________________________________________________________
Any known allergies or health care issues we need to know about: 


*What age was pet obtained? 
 From:  Friend    Breeder    Pet Shop    Humane Society    Other: 


*Reason for obtaining pet (check all that apply):  Companion    Protection    Breeding    Show    Other 


*Previous Caretaker / Veterinary Clinic & Phone # (If records are needed): 


If you have additional pets to add, let us know!
Authorization / Disclaimer:

All Fees are Due & Payable Upon Completion of Services
I hereby authorize the doctors at Cross Timbers Animal Medical Center to perform the diagnostic, therapeutic and/or surgical procedures that the Doctors believe are necessary and advisable for the treatment and maintenance of my pet’s health.  I also authorize doctors & staff to provide any other veterinary services that I have requested.  In emergrency circumstances, staff members are authorized to provdie emergency care as needed for my pet on a continuing basis until they have been further advised by me via a direct phone call to the attneding doctor or in writing.  The nature of such services has been described to me to my satisafaction, and while I accept all procedurees to be done to the best of the abilities of the hospital’s staff, I realize that neither guarantee nor warranty can be made regarding a cure or the results of treatment.   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 Cross Timbers Animal Medical Center to examine, prescribe for, treat, or perform surgery the above-described pet.  Furthermore, I assume responsibility for all charges incurred in the care of the animal and understand that all professional fees are due at the time services are rendered unless otherwise arranged.  A deposit may be required prior to surgical procedures or extended hospitalization.  Any account left unpaid is subject to an annual % rate of 18% (1.5% per month) and late fees plus a $10 billing fee.  I agree to pay for the reasonable costs of collection, attorney fees, and court costs in the event that collection efforts become necessary.  I agree that the venue of this action will be in the county where the hospital is located.  I understand that veterinary service is provided during nighttime hours as necessary in the judgment of the veterinarian in charge.  continuous presence of qualified personnel may not be provided.

A Written Estimate will gladly be provided if requested, just ask Doctor, Technician or receptionist.

Method of Payment:    Cash    *Check    Visa® / MasterCard® / Discover® / AmEx®    Other 


*For check writing privileges, please include Drivers License Number: 


DL State & Expiration Date: 


Signature of Client: 

Date: 
 
All Information Provided is STRICTLY Confidential







