Welcome to Colorado River Animal Medical Center

Thank you for choosing us to provide your pet’s health care needs. Please supply ALL information possible. If you have any questions, please let us know and we will be happy to assist you.

Date _________________

Owner’s Last Name ______________________________  First Name___________________________

Mailing Address_________________________________________ Phone__________________________
City/State/Zip Code ____________________________________________________________

Owner’s Employer _____________________________________________________________

Owner’s Date of Birth ________________________ Are you 65 or older? ________________
Owner’s Driver’s License # _____________________________ State _________ Expires____________
Owner’s Social Security # __________________________

Owner’s Email Address _________________________________________________________
Spouse’s Name _________________________________________________

Spouse’s Driver’s License # _____________________ State _________ Expires ___________ Previous Veterinarian/Clinic Name_________________________________________________
Do you have a copy of your pet’s vaccine record? ___________
Pet’s Name __________________________________ Birthday/Age___________________ Species___________________ Breed _________________________ Color ______________ Male/Female ______

Is your pet spayed or neutered? Yes_________ No________

Date of last Rabies Vaccine ____________________ Expiration Date _________________

PAYMENT IS EXPECTED AT TIME OF SERVICE
Our office DOES NOT OFFER BILLING. This is necessary in order to keep our hospital prices as low as possible. A deposit is required should your pet need hospitalization. Any questions regarding payment or charges must be discussed with the receptionist prior to seeing the doctor.
If you plan to pay by check or credit card all information requested is required. Please return this form to the check in counter with Valid photo identification and have a seat. We will get your account set up as quickly as possible. When we call your name, please return to the check in counter to sign a copy of this form electronically and retrieve your ID.

THERE WILL BE A $20.00 SERVICE CHARGE ON ALL RETURNED CHECKS.

Client Signature: ____________________________________________________
Spouse Signature: ___________________________________________________
Office Use:

Payment for today’s visit: Check____ Cash____ Credit Card_____ Account #______________NC Card________
