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Client Information: NG

s
. -
Owner: Co-Owner: S O ll t ]] IOI' k
Address: City: State: ANIMAL HOSPITAL
Zip Code: Primary #: Co-Owner’s #:
Alternate #: Email:

Media Release Policy: | give Southfork Animal Hospital permission to post pictures, videos or medical information on social media
for marketing or educational purposes. YES NO| lircle one) Check box if you do NOT want your name used:|:|

Medical Release Policy: | give Southfork Animal Hospital permission to release medical information about my pet to any other
animal hospital or clinic, any rescue, training or boarding facility. YES| | NO| [circle one)

How did you hear about us? (Please circle): Internet search, Staff, driving by, or Referral (If referred please tell us who so
we may thank them): , Other:

Pet Information:

Pet’s Name: Species: CatElDog ] other:
Breed: Color: Gender: Male:l_] Female:[] Spayed:[] Neutered:[]
Birthdate or age: Microchip ID #: CATS ONLY: Declawed: Yes/No

Other Pets in household:

Is your pet alarmed by specific actions or sensitive to any part of the body?

Please list any medical conditions or drug allergies?

Please list any current medications:

Previous Veterinarian or Clinic:

PAYMENT: All fees are due at the time of service. To minimize the administrative costs effect on medical fees, we do not have a
billing system. If the Doctor recommends procedures or medications for your pet that you can NOT afford today, please discuss this
with the doctor to customize a plan for your situation and still ensure your pet gets treatment. We do accept care credit and all
major credit cards.

HOSPITAL HOURS: Our office hours are by appointments Monday through Saturday (other than medical emergencies). We value
and respect your time and will do our best to see you at the time of your scheduled appointment. Please excuse any delays due to
medical emergencies, as we strive to still give your pet the same careful attention.

TELEPHONE CALLS: Most medical questions can often be answered by our certified technicians. In the event of needing to consult
with a doctor, a message will be taken, and they will get back to you at their earliest convenience. A call back may not be the same
business day so we can allow our doctors to see all of their patients on time and to be able to return your call with minimal
interruptions.

| have read, understand and agree to the above: Date:
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