
LIONSGATE PET HOSPITAL   
 

Date____________ 
                                 

Thank you for giving us the opportunity to care for your pet. So that we may become better acquainted with you 
and your pet, please complete the following: 

 
Owner Info 

 
PRIMARY CONTACT: _____________________________________________________________________________ 

SPOUSE/CO-OWNER:_____________________________________________________________________________ 

CHILDREN: _______________________________________ EMAIL: _______________________________________ 

ADDRESS: _______________________________________________________________________________________ 

CITY, STATE, ZIP: ________________________________________________________________________________ 

PRIMARY CONTACT - HOME: _____________________ CELL: ____________________________ 

CO-OWNER HOME: _______________________ CELL: ______________________________  

EMPLOYER: ______________________________SPOUSE/CO-OWNER EMPLOYER: ________________________ 

HOW DID YOU BECOME AWARE OF OUR HOSPITAL? 

           _______ Hospital Sign               _______ Personal Recommendation                _______ Internet 
 
 If recommended, whom may we thank? _______________________________________________________ 
 
**MILITARY, FIRE, POLICE, EMT’S AND SENIORS RECEIVE A DISCOUNT. PLEASE LET US KNOW IF 
YOU QUALIFY. 

 
 

Pet Info 
 
NAME: ________________________________________ DATE OF BIRTH: ________________________________ 

BREED: _____________________________________ COLOR/MARKINGS: _______________________________ 

        

DIET: __________________________________________________________________________________________ 

CURRENT MEDICATIONS: _______________________________________________________________________ 

PREVIOUS ILLNESSES, SURGERIES, OR INJURIES: _________________________________________________ 

NAME OF PREVIOUS VETERINARIAN/CLINIC: _____________________________________________________ 

________________________________________________________________________________________________ 

All payments are due at the time professional services are rendered. We accept cash and all major credit cards as well as 
CareCredit. I agree to pay in full all outstanding balances at the time work services are completed. I recognize that my 
failure to pay my account in full within thirty days after work services are completed may result in my balance being placed 
with a collection agency and possible listing with the credit bureau(s). I/We have read this disclosure and agree that the 
Lender/Creditor may contact me/us as described above. 

 
Signature: ________________________________________________________        Date: _______________________ 

SEX:           MALE          FEMALE SPAYED OR NEUTERED:           YES           NO
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