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5733 Ogeechee Road Savannah, GA  31405
 Phone 912-232-4249  Fax 912-232-4259                             
CLIENT INFORMATION 







       Date 



Owner’s name 











 

Address 





 City


 State 

 ZIP 


Home phone 


 Work phone______________ Cell phone 
_________________ Text ok? _______
Email Address: _________________________________________________________________________________
Place of employment 












By giving us your email address, you will be able to receive vaccine, test and appointment reminders 

Do you qualify for a discount? If so, please provide identification.     Military ______
Senior Citizen (65+)  ______ 
How did you become aware of our clinic?

Drove by _____     Yellow Pages _____     Internet_______  Personal referral (Whom may we thank?)



Co-Owner 



  Relation 




Home phone 


 Work phone 


 Cell phone 



In case of your absence, is there anyone other than the above mentioned who may authorize treatment of your pet?

Name 






     Number 




PATIENT INFORMATION  
 
	Name:
	
	
	Name:
	

	Breed:
	
	
	Breed:
	

	DOB/Age:
	
	
	DOB/Age:
	

	Color:
	
	
	Color:
	

	Previous Vet/Office:
	
	
	Previous Vet/Office:
	

	Allergies:
	
	
	Allergies:
	

	Special Diets/Meds:
	
	
	Special Diets/Meds:
	

	Sex:   M   /   F     
	Neutered/Spayed?    Y  /   N
	
	Sex:   M   /   F     
	Neutered/Spayed?    Y  /   N 


Due to revised protocols pertaining to COVID-19 We ask that you consent in writing to the following procedures:
1.) I understand that Berwick Animal Hospital has implemented a Restricted Access Policy suspending normal access to the building 
at times giving only employees access to the building.

2.) I agree to maintain recommended distances from all staff members and other clients (6-8ft) and to follow all other federal and CDC guidelines for slowing the spread of disease. If asked to adhere to curbside protocols, I understand I will be asked to remain in my vehicle or grass areas on clinic property for the duration of the appointment and not block the front entrance in any way.

3.) I consent to the examination and treatment of my pet by a veterinarian and/or medical staff member inside of the clinic away from my and/or my pet’s agent’s presence or viewing and do so willingly within the trust of the Veterinarian-Client-Patient-Relationship acknowledged by this authorization form
4.) I consent to telecommunication in lieu of face to face contact with the veterinarian or staff member when necessary at the sole discretion of the clinic and can make payment by phone with a valid credit or debit card issued in my name. 
I will make every effort to avoid using cash for payment where possible.
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Please read and initial  (all patients) : 
I understand:
_____ When estimates for services are presented, they are an approximation of expected services and related cost and therefore FINAL cost may vary. Estimates provided in advance are valid for 30 days from the date created.

_____ Payment is due at the time services are rendered and billing is not a payment option. We do NOT accept checks, unless previous manager approval has been obtained. Ask a staff member if you are interested in financing through Care Credit or ScratchPay.
_____ ALL treatments including routine vaccinations and preventive care can have associated risks or side effects. If my pet has an adverse reaction, I am responsible for the cost of all services and treatments associated with treatment of the adverse reaction. It is recommended that there be a 14-day period between vaccination event due to the down regulation of the immune system following each vaccination event.
_____ Once I authorize procedures diagnostics and/or treatments these services may be performed in my presence or away from me. 
Once services have been authorized, they cannot be refused and I am responsible for payment for these services upon discharge.
If patient is hospitalized or admitted:

_____ I will be given financial updates daily upon request and notified if additional diagnostics or treatments are required that exceed the estimated range.

_____I authorize recommended diagnostics and treatments that may not be listed on the estimate yet are within the estimated fee range. 

_____I understand that a deposit of 50% of High Total Amount is expected prior to treatment and remaining balance is due at time of completion of services or patient is discharged.

	Treatment Authorization and Information/Photo Release:

I hereby authorize the staff of Berwick Animal Hospital to render any treatment which is deemed necessary to my pet(s) health while in custody of the hospital.  I understand that in the event of any unusual or emergency circumstances, the staff will make every attempt to contact me or my designated representative before, if time permits, proceeding with treatment. *Should unexpected life-saving emergency care be required at any time while my pet(s) is in the hospital, Berwick Animal Hospital staff has my permission to provide such treatment and I agree to pay for such services. I authorize release of any information concerning my pet’s health and care to other parties working with or in treatment of our animals. I grant to Berwick Animal Hospital the right to take photographs my pet, and to copyright, use and publish the same in print and/or electronically. 

	Cancelation Fees and Financial Policies:

In response to increased appointment demand and higher numbers of last minute changed, canceled or missed appointments, we have implemented a cancelation and rebooking policy with applicable fees. All new clients must place a non-refundable deposit of $75 at the time of their appointment booking. A minimum fee of $75 per pet will be charged for ALL out-patient appointment changes and/or cancelations made less than 48 BUSINESS HOURS in advance and for all NO CALL missed appointments. Surgeries and other sedated/non-sedated procedures will incur a fee of up to 50% of the estimated charges if changes are made LESS THAN 7 DAYS IN ADVANCE. Verbal or electronic confirmation along with a 50% deposit is required no less than 7 days in advance to guarantee your pet’s appointment, and once paid is non-refundable. Our automated system will reach out via email and text to prompt confirmation starting at 72 hours in advance. We encourage you to stay opted in for both email and text message reminders to reduce your risk of incurring fees.

Payment is due as services are rendered.  For hospitalized cases, a deposit is required in advance. The balance is due upon discharge from the hospital.  You may pay by cash, accepted debit or credit cards, Care Credit or through ScratchPay. ID is required for all non-cash transactions.
A service fee of $5.00 plus 1.5% of the outstanding balance will be charged monthly if balance not paid in full.  
All returned checks will incur a minimum charge of $45.00. Checks not accepted at client’s first visit.

	I understand that I, the owner or agent, and any co-owner listed on this for, are financially responsible to the applicable practice(s) for all charges relating to this patient.  I have read and agreed to the above treatment authorizations. I have also read and accept the financial obligations.  I also agree to pay for all expenses incurred to collect the debt including, but not limited to; attorney fees, collection agency fees and rebilling fees. 

	
________________________________________________________________          _______________________________
Signature                                                                                                                          Date
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