 LAKE CUMBERLAND ANIMAL HOSPITAL
CLIENT/PATIENT INFORMATION
Thank you for giving us the opportunity to care for your pet(s).  So that we may become better acquainted, please complete the following:
Name __________________________________________________________________
Address _________________________________________________________________
City _______________________ State ________________ Zip _____________________
Phone ___________________________ Work Phone ____________________________
Cell Phone ______________________________________________________________
Place of Employment ______________________________________________________
Driver’s License # ________________________ 
E-mail Address_________________________________________________________
Spouse’s Name ___________________________________________________________
Phone ________________________ Work Phone________________________________
Driver’s License # _______________________ 

ALL FEES ARE DUE AT THE TIME SERVICES ARE RENDERED
[bookmark: _GoBack]WE DO NOT BILL OR ACCEPT PAYMENT PLANS

Please indicate choice of payment:	 Cash   Check   Visa/ Mastercard    Care Credit

How did you become aware of our clinic? 	Drove by     Yellow Pages    Previous Client

Personal Recommendation (Whom may we thank?) _______________________________

Please list any person(s) authorized to bring your/their pets in under your account:
1. __________________________________________
2. __________________________________________
3. __________________________________________
There will be a charge of $50.00 or 5%, whichever is greater, on all returned checks. You agree to reimburse us the collection fees of any collection agency, which shall be based on a percentage at a maximum rate of 33 1/3% of the amount due at the time your account is placed with a collection agency, and cost and expenses incurred for any collection efforts on your account, including reasonable attorney’s fees incurred by the collection agency.You will  be responsible for late fees of 15 % on balance not paid after every 30 day billing cycle. This contract shall cover all medical treatments, services, medications, and products until revoked by either party in writing.    
 Signature __________________________________	Date______  (over)
Patient Information
	
	Pet #1
	Pet #2
	Pet #3
	Pet #4

	Name
	
	
	
	

	Species (dog, cat)
	
	
	
	

	Breed
	
	
	
	

	Date of Birth
	
	
	
	

	Color
	
	
	
	

	Sex
	
	
	
	

	Spayed/neutered?
	
	
	
	

	Vaccinated this year?
	
	
	
	

	Heartworm tested/prevention?
	
	
	
	

	Cats: Tested for FELV/FIV?
	
	
	
	



Our pet is (circle one):          Member of the family         Child's Pet            Backyard Pet

Any previous illness or surgery? _______________________________________________
Any allergies to vaccinations or medication? _____________________________________
Is your pet on any special diets or medication? ___________________________________

