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Cascade Veterinary Center, P.S. 







                Arthur N. Hoffman, DVM & Associates
                Welcome to Cascade Veterinary Center! Thank you for giving us the opportunity to care for you and your pet!
	CLIENT INFORMATION


DATE:____________________________




CLIENT ID:__________________
OWNER’S NAME:________________________________________________________________________________

               
                    
 (Last)


 (First, legal)

(Preferred first name)
                    (M.I.)

PRIMARY PHONE: ____________________________SECONDARY PHONE: __________________________

                                                               □Cell □Home □Other                                                                                                                □Cell □Home □Other
ADDRESS _________________________________________________________________________________




(Address)


(City)



(State)

(Zip code) 
EMAIL ________________________________________DATE OF BIRTH:________________________________
EMPLOYER________________________________________WORK PHONE _________________________________
SPOUSE/CO-OWNER:_______________________________________________________________________





(Last)                                        (First, legal)

    (Preferred first name)

     (M.I.)
CELL PHONE: __________________________________WORK PHONE: _______________________________
EMPLOYER:____________________________________ADDRESS:___________________________________
Please list any additional person(s) who may authorize treatment for your pet:____________________________
__________________________________________________________________________________________
I prefer my pets reminders be sent via (check all that apply)  __________Email_________ USPS mail

May we post photos of your pet on our web site or other internet pages?  □ yes  □ no  
What Pet Insurance Co. do you have:  ( TruPanion ( HealthyPaws  ( PetPlan (Other____________________
	HOW DID YOU HEAR ABOUT OUR CLINIC?


□Web Site  □Facebook  □Internet   □Phone Book  □Newspaper Ad  □AAHA 
□Other________________
□ Friend/Acquaintance: 



   □ Shelter Referral: ____________________________      
	PAYMENT/FINANCIAL POLICY


Our finance policy requires payment in full at time of service. We accept the following forms of payment: Cash, Check, Debit, Visa, MasterCard, American Express, Discover and Care Credit.
For in-hospital treatment and/or surgeries, our office requires a deposit of one half of the initial estimate at the start of treatment and payment in full upon discharge of your pet. 
I have read Cascade Veterinary Center’s financial policy and by signing, I hereby accept responsibility for all charges related to my pet’s treatment. 
Signature of Owner or Owner’s Representative: X






___________
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