Schrag Animal Clinic
Owner Information

(((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((
Last Name:_____________________________  First Name:________________________________

Address:_______________________________ City:________________ ST:____ Zip:___________

Home Phone:____________________________  Cell:_____________________________________

Email:___________________________________________________________________________

Employer:__________________________________  Phone:________________________________

SSN:___________________________________  DL:_____________________________________

Secondary/Emergency Contact:_______________________________________________________

Relationship:_________________________  Phone:______________________________________

Would you like to be contacted by text or email?__________________________________________

By signing below, I represent myself as the owner/authorized agent for all pets listed under my account.  I acknowledge that I am 18 years old or older, as this is a binding agreement.  I authorize treatment for said pet(s) to be performed Dr. Jan Ashmore and/or her agents.  I further authorize medical treatment which may be deemed necessary while said pet(s) is(are) under the direct care of Schrag Animal Clinic, Inc. if an emergency or critical situation arises.  

PAYMENT IS EXPECTED AT TIME OF SERVICE!  IF YOU ARE UNABLE TO PAY, YOU MUST DISCLOSE THIS PRIOR TO TREATMENT!  A deposit may be required.  There is a returned check charge of $25.  Any amount owed is subject to service and/or interest charges (1.75% or 21% APR).  Failure to pay may result in collection, termination of services, or legal action.  

I acknowledge and accept these conditions:
Owner/Agent Signature:_____________________________________ Date:__________________
