Animal(/Hospital . .
Patient Information

Thank you for giving us the opportunity to get better acquainted.

CARING FOR OUR COMMUNITY’S PETS

Please complete the fields below, print, and bring with you to your appointment.

Owner's Name: Co-Owner:

Address:
City / State / Zip:
Home #: Cell #: Work #:

Prior Veterinarian:

HELP US GO GREEN! Receive your pet's vaccination reminders via e-mail.
E-mail Address:

HOW DID YOU HEAR ABOUT US?

[ Yellow Pages (] Newspaper (1 Online 0 Walkdn [0 Another Hospital
O Client: O Other:

PATIENT #1 INFORMATION

Name: Age: Sex: [0 Male O Female
Species: Breed: [0 Neutered [ Spayed

Please list previous serious illnesses or surgeries, if any:

Please list known allergies fo vaccinations or medications, if any:

Please list special diets or medications your pet is on, if any:

PATIENT #2 INFORMATION
Name: Age: Sex: [0 Male (] Female
Species: Breed: [0 Neutered [ Spayed

Please list previous serious illnesses or surgeries, if any:

Please list known allergies to vaccinations or medications, if any:

Please list special diets or medications your pet is on, if any:

To help prevent the spread of infectious diseases, ALL hospitalized and boarded animals MUST be current on all vaccines.

| understand every effort will be made to provide the best care possible to my pef(s) and to provide for all possible safety in hospital care and
handling. | heareby authorize Flannery Animal Hospital to receive, prescribe for, treat or perform surgery upon my petls). Furthermore, | agree
fo pay fees for services rendered at the time my pet is discharged from the hospital or the service is otherwise terminated. | agree fo pay for the
reasonable costs of collection in the event that collection efforts become necessary.

Signature: Date:



Animal(/Hospital
C Client Information

CARING FOR OUR COMMUNITY’S PETS

Please complete the fields below, print, and bring with you to your appointment.

NOTE: All information will be kept under strict privacy.

OWNER INFORMATION:

Name:

Driver's License #:

Social Security #:

Employer's Name and Address:

Employer’s Phone #:

CO-OWNER INFORMATION:

Name:

Driver's License #:

Social Security #:

Employer's Name and Address:

Employer's Phone #:

ALL FEES ARE DUE AT THE TIME SERVICES ARE RENDERED.

PREFERRED METHOD OF PAYMENT: 1 Cash (1 Credit Card (1 Check (1 Care Credit

789 litfle Britain Road ® New Windsor, NY 12553 o 845-565-PETS (7387) ® www.flanneryanimalhosp.com



