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	Eye Clinic for Animals
Client / Pet Information Sheet


Client ID #:______________________(office use)
Owner’s Name: ________________________________________________________________



Last




First




Co-Owner’s Name: _____________________________________________________________

                           


Last




First
Address:_______________________________________________Zip code: ______________
Street/City
Phone Numbers:_____________________​​__________________________________________



Primary



Work



Cell
E-mail address:_____________________________________________________________________

Owner’s date of birth:___________________________ (The DEA requires this information from us for any controlled drugs we dispense to your pet.)

Pet’s Name:______________________   Dog_____ Cat_____  Breed___________________________
Sex:_____ Altered? (Y/N)_________    Age or Birthdate:_________________   Color_____________ _
Does your pet have any tendency to bite/scratch or be aggressive in any way?




Primary Veterinarian:_______________________________





                                     
Hospital Name: ______________________________________________________________



                 
Please sign the following authorization for treatment

I hereby authorize the staff of VCA to render any treatment that is deemed necessary to my pet’s health while in the custody of the hospital. I understand that in the event of any unusual or emergency circumstances, the staff will make every attempt to contact me or my designated representative before, if time permits, proceeding with treatment.  I understand that I will be financially responsible for all emergency procedures including the Estimate of Charges provided to me in person or over the telephone.  

I understand that professional fees are to be paid at the time services are rendered.
________________________________________________________
Signature of Owner




      Date
      


