
Today’s Date: __________________________________

Name: ________________________________________

Mailing Address: ________________________________          

Email: ________________________________________

___Contact me via email with patient information or newsletters.





You

Employer: _____________________________________

Work Phone: ___________________________________


__ Contact at work during business hours?

Cell Phone: ____________________________________


Name: ________________________________________

Employer: _____________________________________

Other Phone: __________________________________


Name: ________________________________________

Relationship to you: _____________________________

Phone: ______________________________________


Client ID: ____________________________________

Home Phone: _________________________________

City: _________________ ST: _________Zip: _______



Spouse/Partner

Spouse/Partner Name: _________________________

Employer: ____________________________________


__ Contact at work during business hours?

Work Phone: _________________________________

Cell Phone: __________________________________

Relation to you: _______________________________

Work Phone: _________________________________

Driver’s License #: _____________________________

Who were you referred by:_______________________

Yellow Pages
Street Sign
Ad

Internet
- Google, Web site, Dexknows, Facebook

Other:_______________________________________

Phoenix Dog/Cat/Bird Hospital





Client Information




















ASSUMPTION OF FINANCIAL RESPONSIBILITY		*****PLEASE READ AND SIGN*****


I certify that I am at least eighteen years of age and I assume responsibility for all charges incurred or services rendered to all patients for whom I or my designated agent authorize treatment.   I understand that full payment is due at the time services are rendered and that a deposit may be required for any hospitalized or boarding pet(s).   Further, I understand there is a $35.00 service charge for any returned checks and that unpaid balances will accrue interest at the rate of 1.5% per month (18%) annum compounded monthly.  Unresolved accounts with no activity for over 30 days may be subject to a late fee and collection proceedings or legal action.   


I am aware that 24 hour continuous care is not available in the event that my pet(s) are left at this facility overnight.





Owner/Responsible Party (sign):_____________________________________________________________________





Driver’s License Number:____________________________ State:_____________ Expiration:___________________





If another person is authorized to bring your pet(s) in for treatment, please tell us about them.





IN THE CASE OF AN EMERGENCY, If we cannot reach the people listed above, WHOM SHOULD WE CALL:














