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New Client Form
Date: _______________________________

Client Name: __________________________________________________________________________________

Client Address (Please state is patients address is different): _____________________________________________________________________________________________
_____________________________________________________________________________________________

City__________________________     State________________      Zip code_______________________________

Phone Number: _______________________________ Alternate Number: _________________________________

E-mail: ______________________________________ 

#1
Horse’s Registered Name



Barn Name


Gender


Breed





Color



Birthday/Age


#2
Horse’s Registered Name



Barn Name


Gender


Breed





Color



Birthday/Age


#3
Horse’s Registered Name



Barn Name


Gender


Breed





Color



Birthday/Age


Please let us know if there is anything in your horse’s medical history we should be aware of and if it is on any medication. We are happy to have you as a client and appreciate your business.

Payment is due at time of service. Please circle your method of payment.




Cash


Check


Credit Card

Any payment not made at time of service will have a $10.00 billing fee added.

Consent for treatment: I _____________________________ give Dr. Dunlap the authority to treat my horse(s) as he feels medically necessary.

I have read and understand the above: _________________________________________________________________________________









       Signature

North Alabama Equine Hospital


David Dunlap, DVM


29122 Capshaw Rd.


Harvest, AL. 35749


(256)771-1590











