WELCOME TO MORRIS HOSPITAL

CLIENT INFORMATION:

Date:                 __  Social Security #:                                          ___Birth date.________                              
Name.________________________________________________________________
Address:                                                                    ____City ____________Zip______
Home Phone: _________________________ Cell Phone:_______________________
Work Phone: __________________________Spouse Work Phone: _______________                                        
E-Mail Address: ________________________________________________________
Name of anyone else authorized to order treatment. ____________________________
How did you learn about our practice? □ Previous client   □ Saw sign on Grand River   
                                                              □ Yellow Pages   □ Other_________________________

                                                              □ Referral (Whom do we thank?)___________________
Please check the following statements which apply to YOUR situation:
□ Cost is NO factor.  Please provide any NECESSARY care.  No estimate need be provided.

□ I want the best medical care for my pet, but cost is a major consideration.  Please   provide me with a written estimate before proceeding with any diagnostic tests or treatment.

□ Please provide me of any costs which will exceed the following amount $________________________                     
□ My pet is a member of the family.

□ My pet is important to the family, but it is just an animal.

□ Please feel free to refer my pet to a specialist.

PLEASE ASK FOR AN ESTIMATE BEFORE AUTHORIZING ANY TREATMENT____________
                                                                                                                                  (Please initial)   

METHOD OF PAYMENT                                                                                         
□ Cash     □ Visa/MasterCard/Discover    □ Debit       CHECKS NOT ACCEPTED! 
*ALL PROFESIONAL FEES ARE DUE AT THE TIME SERVICES ARE RENDERED. WE DO NOT ACCEPT PAYMENT PLANS.
PET INFORMATION
Pet’s Name:                                                                         □ Dog    □ Cat  
Sex:  □ Male    □ Female     Birth date:_________                 Breed:________________
Color:                                  Neutered/Spayed:  □ No   □ Yes   At what age? __________                  
What age was pet obtained? ______________________________________________                                                                                                                
From:  □ Friend   □ Breeder □ Pet Shop   □ Rescue   □ Other______________________                 
Reason for obtaining pet (check all that apply):   □ Companion   □ Protection   □ Breeding  □ Show                                                                                                                                     
List your pet’s current medication___________________________________________
Please check any symptoms or problems that you’ve noticed with your pet:
□ Appetite Loss                              □ Gagging                              □ Sneezing

□ Behavioral Changes                    □ Gums Bleeding                   □ Thirst
□ Breathing Problems                     □ Limping                               □ Urination Increase

□ Coughing                                     □ Loss of Balance                  □ Vomiting

□ Depression                                  □ Scooting                              □ Weakness

□ Diarrhea                                      □ Scratching                           □ Shaking head
□ Eye Disorders____________________________                    □ Other_______________________
Pet’s History (check all that pet has received):

□ Distemper                      □ Feline Leukemia Test                        □ Prior Surgery: ___________________                            
□ Parvovirus (Dog)            □ FVRCP (Infectious Disease-Cat)      □ Prior Illness:   ___________________                             
□ Rabies (Dog/Cat)           □ Dental Cleaning                                □ Other.  _________________________
AUTHORIZATION
I am the legal owner, or agent of the legal owner, or the pet being presented, and I am over the age of 18 years.  I herby authorize Morris Hospital to examine, prescribe for, or treat the above described pet.  I assume responsibility for all charges incurred in the care of the animal. I understand that if I fail to pay at the time services are rendered, my account may be sent to a collection agency.
SIGNATURE OF OWNER (OR AGENT):___________________________________________                                                                           
