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                             New Client Information Form
Name ____________________________________    
Home Address _____________________________          City __________________State ______ Zip Code _________
Home Phone _______________________________         Spouse Name _______________________________________
Work Phone _______________________________          Spouse Cell ________________________________________
Cell Phone ________________________________       
Employer _________________________________          E-mail Address______________________________________
Employer Address __________________________          How did you find us? _________________________________
Drivers License # __________________________           Whom may we thank? _________________________________
DL Expiration Date ___________D.O.B.________           Stabled at Address____________________________________
Horse Information
	
	Horse #1
	Horse #2
	Horse #3
	Horse #4

	Registered Name
	
	
	
	

	Stable Name/Nick Name
	
	
	
	

	Breed
	
	
	
	

	Age/Birth Date
	
	
	
	

	Sex (Mare/Gelding/Stallion)
	
	
	
	

	Color
	
	
	
	


 Horses Health Care History

	
	Horse #1
	Horse #2
	Horse #3
	Horse #4

	VEWT Vaccine
	
	
	
	

	Flu/Rhino Vaccine
	
	
	
	

	Strangles Vaccine
	
	
	
	

	Rabies Vaccine
	
	
	
	

	Pneumabort (Pregnant Mare)
	
	
	
	

	West Nile Vaccine
	
	
	
	

	Dental Exam/Float
	
	
	
	

	Deworming Date/Product
	
	
	
	


                                             All Fees are due at the time services are rendered

Authorization for Professional Services
                                                    (please read and initial the following statements)

___1) I hereby authorize Burleson Equine Hospital to perform such diagnostic, therapeutic and surgical procedures as are, in their opinion, necessary and advisable for the treatment and maintenance of my horse’s health and well being.  All procedures are performed to the best abilities of the professional staff.  I realize no guarantee nor warranty can ethically or professionally be made regarding the results or cure.

____2) I also authorize the hospital administrator and staff to provide veterinary services verbally as required or in an emergency or implied circumstances to follow through with such procedures as are necessary for the well being of my horse(s).  This authorization will be on a continuing basis until Burleson Equine Hospital is further notified in writing .
____3) I understand that I assume financial responsibility for all services rendered.

____4) All unpaid balances 30 days following the date of service are subject to a service charge of 1.5% per month or 18% annually.  The minimum service charge per month will be $4.50.  If my account is in default of payment for any amount or is referred to an outside agency for collection, I agree to pay additional charges to include, cost of collections, attorney fees, and court costs.
____5) I understand that payment is due at the time services are rendered.

Please check payment method:          Cash/Check        Visa/Master Card        Discover       Care Credit       American Express

Would you like to leave a credit card on file for future visits?    YES              NO

Owner Signature:______________________________________________Date: _________________________
