
Thank-you for giving us the opportunity to care for your pet(s).  Please help us better meet 
your needs by taking a few moments to fill out this information sheet. 

Owner  ___________________________________________  Cell Phone __________________ 

Spouse/Co-owner:___________________________________ Cell Phone __________________ 

Email address __________________________________________________________________ 

I authorize the Vegreville Veterinary Clinic 1986 Ltd., permission to contact me with 
information to the above e-mail/cell phones.         Yes ____  No ____ 

Mailing Address: ________________________________________________________________ 

City: _______________________________ Province: _________ Postal Code: ______________ 

Home Phone: _________________________  Other Phone: _____________________________ 

Client Information 

Financial Policy: 

Payment is due at the time services are rendered.  We accept Cash, Debit, Visa & Master Card. 
I understand that I (the owner/agent) am financially responsible for all charges related to 
this account.  
I have read and accept this financial obligation. 

I acknowledge and agree that if I submit this document electronically and insert my name 
below, it is equivalent to my original ink signature.

Acknowledgment: I agree

Name: ________________________________     Date: _____________________ 
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Pet Name: ______________________ Species:___________________

Breed: _________________________ Color: ____________________  

Age/Birth date: __________________ Sex:______________________

Microchip: ______________________ Tattoo: ___________________

Previous Veterinarian/Clinic _________________________________________________ 

Phone ___________________________________  Fax ___________________________ 

I Consent for the Release of Information contained in the medical records of my 
pet(s) and myself to the Vegreville Veterinary Clinic 1986 Ltd.  Fax #780-632-3003 

Signature: ________________________________     Date: _____________________ 

Patient Information 

Pet Name: ______________________ 

Breed: _________________________ 

Age/Birth date: __________________ 

Microchip: ______________________ 

Species:___________________

Color: ____________________  

Sex:______________________

Tattoo: ___________________

Pet Name: ______________________ 

Breed: _________________________ 

Age/Birth date: __________________ 

Microchip: ______________________ 

Species:___________________

Color: ____________________  

Sex:______________________

Tattoo: ___________________
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