
PATIENT & CLIENT INFORMATION SHEET 
Ocean County Veterinary Hospital, PA  

Thank you for giving Ocean County Veterinary Hospital the opportunity to care for the pets you love! 
So that we may become better acquainted, please take a moment to complete the following: 

 
OWNER INFORMATION 

 
 Owner Name:___________________________________________Soc Sec#________________ 

 Spouse/Other Name: _____________________________________Soc Sec#________________ 

Owner Employer: _________________________________City________________State________ 

 Other Employer: __________________________________City________________State________ 

 
CONTACT INFORMATION 

 
 MAILING ADDRESS:__________________________   Street Address (If different)________________________ 
  
 
 PHONE 
 NUMBERS: 
 
 
 
 
  

EMERGENCY CONTACT NAME:_______________________Phone Number:  (____)____________ 
 

WE ARE COLLECTING EMAIL ADDRESSES FOR OUR OWN FUTURE USE TO INCLUDE VACCINATION REMINDERS, 
SPECIAL HOSPITAL EVENTS OR PRODUCT ANNOUNCEMENTS.  WE RESPECT YOUR PRIVACY.  

 

     EMAIL:__________________________@________________________________ 
 

PATIENT INFORMATION (Circle where applicable) 
 

 Pet’s NAME:__________________________   Male  Female     Neutered:  Y    N   Unsure 
  
 Species: DOG  CAT BIRD FERRET  RABBIT  REPTILE   OTHER  Breed:_____________________ 
  

Approx. Date of Birth:_____________________  Color___________________________________ 
 
Previous Veterinary Care By:________________________________________________________ 

 
 Please tell us the reason for your visit:________________________________________________ 
 
  How did you first hear of us? [ ]Yellow Pages  [ ]Sign   [ ]Referral   [ ]Internet  [ ]Newspaper  [ ]Other_______________ 
   
  If referred to us by a client, who can we credit for this referral?_______________________________ 
 

PLEASE TURN OVER AND COMPLETE CONSENT 
  

 Owner Spouse/Other 
Home (       ) (       ) 
Work (       ) (       ) 
Cell (       ) (       ) 

Other (       ) (       ) 



 
 
 

INFORMED CONSENT 
 

I certify that I am over 18 years of age and will assume responsibility for all charges 
incurred in the care of this pet.  I understand that FULL PAYMENT IS DUE  AT THE TIME 
SERVICE IS RENDERED and that A DEPOSIT IS REQUIRED FOR ANY HOSPITALIZED OR 
BOARDING PET.  If full payment is not made as required, Ocean County Veterinary 
Hospital has my permission to obtain credit information from an authorized agency to 
assess my credit worthiness to aid in collection. 
 
Owner/Responsible Party:__________________________________________Date_____________ 
 
Driver’s License:_________________________________________State_________Exp_________ 

 
Copied  Y  /  N 

 
 
Do you have Veterinary Pet Insurance?  Y  /  N 
 
How will you be paying for veterinary services today? 

[ ]Cash  [ ]Check [ ]Credit Card  [ ]CareCredit 
 

 


