LOST KEY ANIMAL CLINIC

CLIENT INFORMATION
Date:
Owner’s First & Last Name: Phone Number:
Spouse Name: Spouse Phone Number:
Address: City:
State: Zipcode:
DOB: Driver’s license#
Email:

There will be a $30 fee for all returned checks. Any collection fees, court cost, and attorney fees
incurred will be the responsibility of the client. We will gladly prepare a written estimate if you desire.
Please ask the technician or doctor helping you. Full payment is due when services are rendered.

PET INFORMATION

Name Species Breed Sex Altered(Y/N) DOB Color
1)
2)
3)
4)
5)
6)
7)

Acknowledgement of Ability to receive Written Prescription:

l, , understand my right to
receive a written prescription for medication that can be filled at the pharmacy of my
choice or by my veterinarian, as provided in s. 474.224, Florida Statutes.

Signature:



