
www.eastsideanimal.com 

Fax number: 812-282-8906 

Client Information 
(Please assist us in providing exceptional service for your pet by keeping us informed of 

 any changes in your contact information.) 

Last Name: ___________________________________  First Name:_________________________ 

 

Spouse’s Last Name: ___________________________ Spouse’s First Name:______________________ 

 

Address: _________________________________           City/State: ________________________________ 

                                                                                                                                            Zip Code: ___________ 

Home Phone: (       )________- __________            Cell Number:  (        ) _________- __________ 

  

Employer:___________________________                  Work Number: (       ) ________-_________  ext. ________ 

 

Spouse’s Employer:______________________            Spouse’s Work Number: (       ) _______-_______ ext.________ 

 

Driver’s Lic. #:___________________________          Spouse’s Driver’s Lic. #: ___________________________ 

 

Date of Birth: ___________________                       Spouse’s Date of Birth: _________________________ 

 

E-mail Address:   ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___  

 

Who referred you to our Office? _______________________________________________ 

Thank you for choosing Eastside Animal Hospital for your pet’s healthcare needs. In order to maintain the 

health of our practice fees are due at the time services are rendered. We will gladly prepare a treatment 

plan for you once your pet’s needs have been determined by one of our Veterinarians. In the event of major 

illness or injury, we also accept major credit cards and offer Care Credit. Returned checks and unpaid 

balances are subject to a service charge. Thank you. 

 

Your signature below permits Eastside Animal Hospital to share your pet’s vaccination and critical health 

information with other veterinary hospitals or boarding facilities. Your signature also allows us to contact you 

via e-mail. 

 

I understand that there may be risk involved in any procedure, and no guarantee will be made as to the results 

or a cure. 

Please indicate your acceptance of the above statements by signing below. 
 

Responsible party’s signature: __________________________________ Date:_____________________ 

                                              ( Or duly authorized agent) 
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