
 

  

 

PROFESSIONAL FEES ARE TO BE PAID AT THE TIME SERVICES ARE RENDERED 

 
DATE ___________________ 

 

OWNER’S NAME ___________________________________________ SPOUSE/OTHER _____________________________
 

(Mr., Miss, Ms, Dr.)   LAST  FIRST      LAST   FIRST 

 

HOME ADDRESS _______________________________________________________________________________________ 

        CITY   STATE  ZIP 

 

HOME PHONE ___________________________________ CELL PHONE _________________________________________ 

 

E-MAIL ADDRESS ______________________________________________________________________________________ 

 

**SOCIAL SECURITY ______________________________DRIVER’S LICENSE # ______________________ STATE_______ 

 ** (REQUIRED UNLESS PAYMENT IS RECEIVED IN FULL PRIOR TO SERVICES RENDERED) 
 
EMPLOYER’S NAME _______________________________ EMPLOYMENT PHONE ________________________________ 

 

SPOUSE’S EMPLOYER ____________________________ SPOUSE EMPLOYMENT PHONE _________________________ 

 

MAY WE CALL YOU AT WORK IF NECESSARY?  YES  NO 

 

IN CASE OF EMERGENCY, PLEASE CALL ____________________________ AT TELEPHONE NUMBER _______________ 

 
HOW DID YOU FIND OUT ABOUT OUR HOSPITAL? 

 
 INDIVIDUAL-Whom may we thank for referring you? _________________________________________________________ 

 
 HOSPITAL SIGN  YELLOW PAGES  WEB PAGE  OTHER ___________________________________ 

 
FINANCIAL INFORMATION 
 
HOW DO YOU PLAN TO PAY FOR TODAY’S SERVICES? CASH  CHECK  CREDIT CARD  CARE CREDIT (ask a  
                                    staff member for details) 
 
Spring Mills Veterinary Hospital accepts: Mastercard, Visa, Discover, AMEX and Care Credit. We DO NOT provide or participate in any 

payment plans. We pledge to do our very best to care for your pet’s health needs. In return we ask you to accept the responsibility for 
charges incurred in the treatment of your pet and accept that PAYMENT IS DUE WHEN SERVICES ARE RENDERED. Please feel 
free to ask for an ESTIMATE prior to services provided.  

 
AGREEMENT TERMS: Balances due over 30 days will be charged a 1.5%/month (18%) per year and not less than $5.00 
statement fee/month. Checks returned for non-sufficient funds will be charged a $25.00 returned check fee. Additional 
collection fees will be charged if past due account is sent to collections.  
 
I AGREE TO THESE TERMS AND CONDITIONS AND UNDERSTAND THAT I AM FINANCIALLY RESPONSIBLE FOR ALL 
SERVICES PROVIDED: 
 
PRINT NAME: _________________________________________________________________ 
 
SIGNATURE: __________________________________________________________________ DATE: _________________ 

 
 
 

Telephone: (304) 270-1063 
Fax (304)-270-1061 

www.springmillsvet.com 

5078 Williamsport Pike, 
Suite N  

Martinsburg, WV 25404  

 

CLIENT INFORMATION 

WE APPRECIATE THE OPPORTUNITY TO CARE FOR YOUR PET. 

We will gladly prepare a written estimate if you desire~please ask the technician or doctor. 

 



PET INFORMATION 
 
PREVIOUS RECORDS CAN BE OBTAINED FROM: _________________________________________________________ 

       NAME AND TELEPHONE NUMBER OF PREVIOUS VETERINARY OFFICE 

  

PATIENT INFORMATION PET 1 PET 2 PET 3 

NAME    

SPECIES (Cat/Dog/Other)    

BREED    

DESCRIPTION (Color)    

DATE OF BIRTH/AGE (YEARS)    

SEX    

NEUTERED/SPAYED 

(MALE)             (FEMALE) 
   

MICROCHIP NUMBER    

 

VACCINATIONS/CHECKUPS 

TESTS 

Yes/No (Date) Yes/No (Date) Yes/No (Date) 

RABIES (Dog and Cat/ 1,2, or 3 year) Y   N_______________ Y   N_______________ Y   N_______________ 

DHLP-PARVO (Distemper-Dog) Y   N_______________ Y   N_______________ Y   N_______________ 

HEARTWORM TEST (Dog & Cat) Y   N_______________ Y   N_______________ Y   N_______________ 

HEARTWORM PREVENTION (Dog & 

Cat) 
Y   N_______________ Y   N_______________ Y   N_______________ 

BORDETELLA (Dog & Cat) Y   N_______________ Y   N_______________ Y   N_______________ 

FECAL CHECK (Worms)-(Dog & Cat) Y   N_______________ Y   N_______________ Y   N_______________ 

FVRCP-P (Infectious Diseases-Cat) Y   N_______________ Y   N_______________ Y   N_______________ 

FELINE LEUKEMIA TEST 
Y   N_______________ Y   N_______________ Y   N_______________ 

FELINE LEUKEMIA VACCINE 
Y   N_______________ Y   N_______________ Y   N_______________ 

OTHER VACCINES (List) 
Y   N_______________ Y   N_______________ Y   N_______________ 

DENTISTRY 
Y   N_______________ Y   N_______________ Y   N_______________ 

Any previous illnesses or surgeries? ______________________________________________________________________ 

Any food/drug/vaccination allergies? ______________________________________________________________________        


