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	Mountain View Animal Hospital
3975 N. Bank St.
Kingman, AZ 86409
928-529-5252




	Thank you for giving us the opportunity to care for your family member. We’ll be happy to answer any questions you have about your pet’s health.   To ensure the best care possible, please take the time to fill in this form completely. 
Thank you! 
**I understand and agree that payment is due in full at the time of service. **
**If using a credit/debit card owner of the card must be present and be prepared to show i.d.**



	Client Name: ____________________________________ Cell Phone: ______________________________

	Spouse Name/Significant Other: ____________________  Cell Phone:   _____________________________

	Mailing Address: _________________________________Physical Address:  _________________________

	City: ____________________________ State: _______________________ Zip:  ______________________

	Home Phone: _________________Emergency Contact: _____________________Phone#:  _____________

	E-Mail: ____________________________ Spouse/Significant Other E-mail: __________________________

	Driver’s License #: _________________________________ Date of Birth: ___________________________
PLEASE HAVE YOUR ID OUT FOR A COPY

	Referred By:    Sign      Internet     Google     Facebook     Yellow Page     Friend/Other

	

	May we contact your previous veterinarian to obtain a copy of all medical records?

	YES           NO                Veterinarian and Phone Number : __________________________________________________

	

	1) Pets Name: ___________________________________Age/D.O.B. _________________________________

	Species:   Canine    Feline     Equine    Other                     Breed:   _____________________________________

	Sex:    Male    Female     Neutered/Spayed:   YES     NO     Color:  _____________________________________

	Vaccines Current:    YES    NO    Completed at: __________________________________________________

	Medications: _____________________________________________________________________________

	

		2) Pets Name:___________________________________Age/D.O.B._________________________________

	Species:   Canine    Feline     Equine    Other                     Breed:   ____________________________________

	Sex:    Male   Female    Neutered/Spayed:    YES    NO    Color:   ____________________________________

	Vaccines Current:    YES    NO    Completed at:  ________________________________________________

	Medications: ___________________________________________________________________________

	

	I hereby authorize the veterinarian to examine, prescribe for, or treat the above described pet(s).
**I understand and agree that payment is due in full at the time of service. **
**Unpaid balances are subject to interest, fees and collections. **
**This form must be signed by legal owner or services will not be rendered. **


	PRINT CLIENT NAME (First and Last): _____________________________________________________________
Signature: ______________________________________________  Date: ________________________________

	
MEDIA RELEASE:  May we share pictures of you and/or your pet on our website and social media pages?      YES       NO
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