East Pines Animal Clinic and Referral Services
466 W. SR 62 E
Boonville, IN 47630
(812) 897-0810                                             
NEW CLIENT FORM
*PLEASE PRINT*
OWNER INFORMATION
Name: _____________________________________ Spouse: _______________________________________
DOB:   _____________________________________Spouse DOB: __________________________________
SSN: ______________________________________ Spouse SSN: ___________________________________ 
Employer: __________________________________ Spouse Employer: ______________________________
Home Address: ____________________________________________________________________________
City: ______________________________________ State: ___________________ Zip: __________________
Cell Phone: ________________________________  Spouse Cell: ____________________________________
Email: ___________________________________________________________________________________ 
· PET INFORMATION
Name: _____________________________________  Circle:        Dog    /     Cat
Breed: _____________________________________ Circle:        Female  /  Male         Spayed  /  Neutered
Age or Date of Birth: _________________________  Color/Markings: ______________________________
[bookmark: _GoBack]Has your pet been vaccinated within the last year?       YES  /  NO               By a Veterinarian?  YES  /  NO
· PET INFORMATION
Name: ______________________________________ Circle:        Dog    /     Cat
Breed: ______________________________________ Circle:        Female  /  Male         Spayed  /  Neutered
Age or Date of Birth: __________________________ Color/Markings: ______________________________
Has your pet been vaccinated within the last year?        YES  /  NO               By a Veterinarian?  YES  /  NO

PAYMENT (Circle One) Cash / Check / Credit or Debit Card / Care Credit / 3rd Party Finance
NO BILLING                             PAYMENT IS DUE AT TIME OF SERVICE
If your pet is here for surgery or hospitalization a deposit may be required and the balance is due when your pet goes home. 
FINANCIAL RESPONSIBILTY AGREEMENT: I/we understand that if any unpaid balance is assigned to a third party collection agency for collection or placed with an attorney to obtain judgment or otherwise satisfy payment of my account, a collection fee of 33 1/3 % will be added to my account. I/we agree to pay that fee. I/we further agree to pay reasonable attorney fees and court costs. I agree that by providing a cell phone number on this form, I/we provide consent to have you or your agents call me at that number from this date forward. I/we understand and agree to the above terms. 

Please read and check box:

· I authorize the release of pertinent medical records to other medical/boarding/grooming facilities if I request them to be released in the future. 
· I authorize that I have seen and read the Financial Policy for East Pines Animal Clinic 

     _______________________________________________________ Date: _________________________________
 Signature of responsible party

       ____________________________________________________________________________ Date: ______________________________
Signature of responsible party
