Blue Grass Veterinary Hospital

Client Information

**Primary Contact Person _​​​​​​​​​​​​​____________________​​​​​_______________________________________​​​
Address ___________________________ City _________________ State _______ Zip Code ______________
Home # ____________​____​​​​​​​​​_______   Cell # _____________________   E-Mail _________________________
**Is there a secondary contact person you would like listed on the account?  Name__________________________
Phone Number ________________________________ home      cell     (circle one) 

Relation (circle one):   Spouse   Significant Other   Friend   Relative   Other _____________________________  
How did you hear about us?  Yellow Pages    Sign    Humane Society    Website     BG Bugle Ad     Open House  
Personal Referral (Whom may we thank?) _______________________________________________________
Are you retired? Y   N   Are you active/retired from our military?  Y  N   (You may be eligible for a courtesy discount.)
**All contact will be directed to the primary name on the account unless otherwise specified.
Patient Information 
Pet’s Name __________________________________________________________    
Reason for visit _______________________________________________________ 
Does your pet have any allergies, special medications, or health problems we should know about?

___________________________________________________________________________________________
Additional Pet’s in Household: __________________________________________________________________

___________________________________________________________________________________________

Veterinary History:
What is the name(s) of the veterinary hospital/clinic(s) your pet has been to in the past?  

________________________________________________________________________

May we contact them for previous records if necessary?     Y     N
I hereby authorized Blue Grass Veterinary Hospital to examine my pet and perform any procedures agreed upon.   All fees are due at the time of service.   Acceptable forms of payment are cash, checks, debit and credit cards (VISA, MasterCard and Discover) and Care Credit.   A $30 fee will be added to non-sufficient fund checks.
Signature _______________________________________________ Current Date __________________
