ARK ANIMAL HOSPITAL
C. David Summerlin, DVM – Chiaki Inomata, DVM

Amy Harper, DVM – Randy Maddox, DVM – Norma Berberich, DVM

3648 Berryhill Rd. – Pace, FL 32471 – (850)994-0677

Welcome to our office. We will do our best to make your visit as convenient and pleasant as possible. If at any time you have questions regarding your pet’s condition, treatment or fees, please feel free to ask. 

Date: _____________________________ 




Person responsible for account: ________________________________________________________

Home Phone #:_______________________________     Cell #:________________________________

Address:___________________________________ City:___________________ Zip:______________

Email Address:_____________________________________ 

Employer:________________________________        Phone #:_______________________________

Primary Caretaker: ________________________        Emergency Contact #:____________________

Pet’s Name :_____________________   DOG (  ) CAT (  ) Other:__________________________
Breed:____________________ Color:__________________ Date Of Birth:___________________

                                                                                                                           (Please Estimate, if Unknown)

Male (  )   Neutered (  )             Female (  )   Spay (  )

Is your pet allergic to any medication? Yes ( ) No ( )  Type:__________________________________

Is your pet on heartworm prevention?  Yes ( ) No ( )  Type:__________________________________

Has your cat ever been tested or Vaccinated for feline leukemia (Yes / No) OR Feline immunodeficiency (FIV) ? Yes / No ______________________________________________________

Has your pet been treated for any illness in the past year? (Yes / No) *If yes, specify problem(s), medications and dosages:_____________________________________________________________

____________________________________________________________________________________

Previous veterinarian(s) where past records could be obtained if necessary:___________________

____________________________________________________________________________________

PAYMENT IS DUE UPON COMPLETION OF SERVICES

I assume full responsibility for all charges incurred in the care of this animal. I also understand that these charges are to be paid in full at the time of the exam. A deposit will be required for surgery or hospitalizations. Should it become necessary to collect this account through a collection company or an attorney, the undersigned agrees to pay all costs of collection, including any court costs or respnable attorney fees.

Owner or Responsible Party _____________________________________________________________

