Andes Animal Hospital

NEW CLIENT 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:

Date________________

CLIENT INFORMATION

Name________________________________________________________

Address_________________________________________Apt._________

City_________________________State____________ Zip_____________

Home Phone_________________Work Phone______________________

Cellular Phone________________Best time to reach you_____________

Place of Employment___________________________________________

E-mail address________________________________________________

Driver’s license #___________________________DOB_______________

(Please show proof of ID)

Spouse Name__________________________________________________

Spouse’s work phone_______________________Pager#______________

PATIENT INFORMATION:        Pet #1           Pet #2           Pet#3______

Name________________________________________________________

Breed________________________________________________________

Date of Birth__________________________________________________

Color________________________________________________________

Sex:    (Male     (Female

Spayed or Neutered

Payment choice  (Cash      (Check        (Visa      (MasterCard

(All fees are due at the time services are rendered)

How did you become aware of our Hospital? ( )Drove by ( )Yellow Pages ( ) Val-Pak ( ) Personal referral (Whom can we thank?)

I understand I am responsible for the charges incurred. Initials_ ____

