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Owner Information
Owner Name:__________________________________________________________________

Spouse/Significant Other Name:___________________________________________________

Address:_____________________________________________________________________

City:_________________________  State:______________  Zip:______________________

County:  Peoria ______ Marshall _______ Other ____________________________________

Social Security #: _____________________________________________________________

Spouse / Significant Other Social Security #:________________________________________

Driver’s License # (required if paying by check):______________________________________

Spouse / Significant Other Driver’s License #:_______________________________________

Home Phone:__________________________        Work Phone:_________________________

Cell Phone #1: ________________________       Cell Phone #2: _______________________

Place(s) of Employment: _________________________________________________________

Spouse / Significant Other Place(s) of Employment:____________________________________

E-Mail address (to receive friendly pet reminders): ___________________________________

How did you hear about us?  We send Gift Certificates for all referrals.

Name:  ______________________________________________________________________

To prevent the spreading of infectious disease, all patients must be current on all vaccines and free from internal and external parasites. This level of preventative care and the appropriate charges will be assessed on the discharge invoice.

ALL PROFESSIONAL FEES ARE DUE AT THE TIME SERVICES ARE RENDERED.  We will gladly prepare an estimate upon request.  We accept checks, cash, VISA, or MasterCard. There will be a $25.00 service charge for any returned check.

If payment is not made at time of services, you, the client agree to pay all costs of collection, including reasonable attorney fees, whether or not a lawsuit is commenced as part of the collection process.

I agree to these terms of treatment and payment.  I understand that I am responsible for the payment of services rendered.


Signature of Client Responsible for Pet(s): _________________________________________
Date: __________________________
Pet Information
Name:_______________________________________________________________________

Dog:________________ Cat:____________________ Other:___________________________

Breed:_________________________  Color:_______________  Date Of Birth:____________

Male:_______ Female:_________ Intact:__________  Altered:________

Current / PreviousVeterinarian:____________________________________________________

If a current vaccination certificate is not available, we will contact your veterinarian for verification.

***************************************************************

Name:_______________________________________________________________________

Dog:________________ Cat:____________________ Other:___________________________

Breed:_________________________  Color:_______________  Date Of Birth:____________

Male:_______ Female:_________ Intact:__________  Altered:________

Current / PreviousVeterinarian:____________________________________________________

If a current vaccination certificate is not available, we will contact your veterinarian for verification.

***************************************************************

Name:_______________________________________________________________________

Dog:________________ Cat:____________________ Other:___________________________

Breed:_________________________  Color:_______________  Date Of Birth:____________

Male:_______ Female:_________ Intact:__________  Altered:________

Current / PreviousVeterinarian:____________________________________________________

If a current vaccination certificate is not available, we will contact your veterinarian for verification.
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PAYMENT IN FULL IS DUE AT THE TIME THAT SERVICES ARE RENDERED.


  HOW DO YOU INTEND TO PAY TODAY?  PLEASE CHOOSE ONE:


   CASH________ CHECK_____VISA_____  MASTERCARD_____





- - - PLEASE LIST PATIENT INFORMATION ON THE REVERSE SIDE- - - 
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