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Please note the highlighted items and complete.
CLIENT INFORMATION

	
	Owner (authorizes treatments) 
	Signif Other(s) (can authorize treatment(s) [  ])

	E-mail address
	
	

	Name
	
	

	Home Address
	
	

	City, State, Zip
	
	

	Primary Phone (landline or cell) 
	
	

	Cell Phone
	
	

	Other contacts (fax, pager, etc.)
	
	

	Work Name
	
	

	Work Phone
	
	

	Driver’s license # & State
	
	

	Date of Birth
	
	


Your email information will be kept in strict confidence and will only be used to send you valuable pet health information from Southern Tier Veterinary Associates. Please help us become a more “green” practice.

How did you come to choose our hospital for your pet’s care? 

___ Referral (by_______________)  ___ Yellow pages  ___ Internet  ___ Sign  ___ Other _________
 “PROFESSIONAL FEES ARE DUE AT THE TIME SERVICES ARE RENDERED.”

(Please note:  if at any time it is necessary to turn any unpaid fees over to a collection agency, it is the client’s responsibility to pay any collection or legal fees.)  We will gladly prepare a written estimate if you request one.

Please complete the following payment information:  I prefer to pay by (check all that apply) —

______ Cash, ______ Check, ______ MasterCard, ______ Visa, ______ Discover and/or ______ Care Credit
I AUTHORIZE THE DOCTOR TO PROVIDE VACCINES, PARASITE CONTROL, EMERGENCY CARE, AND RELEASE REFERRAL/VACCINATION INFORMATION AS NEEDED FOR MY PET(S).
Owner Signature _______________________________________     Date ___________________

In case of EMERGENCY, please call ______________________________ at phone # _____________________.

Please list all persons authorized to make treatment decision(s), to admit to and/or accept discharge from the hospital. ________________________________________________________________________________
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