Welcome to Scott County Animal Hospital P.C.

The doctors and staff at Scott County Animal Hospital P.C. are glad you and your horse came to see us today.  We are committed to keeping you happy and your horse healthy!  To help us serve you better, the doctors would like you to take a few minutes to fill out this form to the best of your ability.

CLIENT INFORMATION

Owner Name: ____________________________
Spouse’s Name: _____________________________

Street Address: _______________________________________________________________________

City/State/Zip: ________________________________________________________________________

Home Phone: ___________________ 

E-mail Address: ______________________________

Place of Employment: __________________________________________________________________

Work Phone: ____________________________
Cell Phone: __________________________________

Spouse’s Place of Employment: ___________________________________________________________

Work Phone: ____________________________
Cell Phone: _________________________________

Driver’s License or SS#: ____________________
Spouse’s DL or SS#: __________________________

Date of Birth: ____________________________
Spouse’s Date of Birth: ________________________

Whom may we thank for referring you to us? _________________________________________________

HORSE INFORMATION

Name: ______________________________________________________________________________

Date of Birth: ____________
Sex: ___________
Color: ___________
Breed: __________________

Where is your horse stabled? ____________________________________________________________

Who was your last veterinarian? __________________________________________________________

Date of last vaccinations: _______________________  Last deworming: __________________________

Any past medical problems? _____________________________________________________________

Function of Horse: _____________________________________________________________________

What Do You Feed Your Horse? __________________________________________________________

Farrier’s Name (and phone if poss.): _______________________________________________________

Is This Horse Insured? ______________
Mortality? ___________
Major Medical? _____________

Insurance Company’s Name: _____________________________________________________________

PAYMENT IS DUE AT TIME SERVICES ARE RENDERED

We accept MasterCard, VISA, Discover, Care Credit, check, and cash.

I understand the above and accept all responsibility for payment for services provided to this animal.

Date: _______________   Signature: __________________________________________

