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           DR. PETER LUKASIK  -  DR. ANNA ULFENG -  DR EOGHAN HENDERSON
Thank you for choosing Lakes Veterinary & Surgical Center. Please take a moment to familiarize us with you and your pet. 
Date: ________________________
Owner Information

Last Name:  _____________________First: ________________________ Other Names on Account: _____________________
Mailing Address: ________________________________City: _______________________ State: _______ Zip: _____________

Phone: (H) _______________________ (W)_________________________ (C) ______________________________________      

Email Address: _________________________________________________________________________________________

Emergency Contact: Name:  ___________________________________ Relationship: ______________ Phone: ____________

Employer Name and Address: _________________________​​​____________________________________________________    
Do you or your spouse qualify for our senior discount (62 years or older)?       ( Yes
We offer discounts for military and public service officers, eligible?  
( Yes (ID Needed)
Pet Information #1
Pet’s name that we are seeing today:  ___________________________  ( Canine   ( Feline  ( Other ___________________
Date of Birth:  



 Age:  


         Is Your Pet Micro Chipped?  ( Yes   (  No
Breed: 
_______________________________________
                     ( Male


( Female

Color:  





            
                     (  Neutered

( Spayed
Previous veterinary hospital (if transferring): _______________________________________________________________
Is your pet currently taking medication:
(  Yes
(  No      Name(s) of medications? ___________________________________
Pet Information #2

Pet’s name that we are seeing today:  ___________________________  ( Canine   ( Feline  ( Other ___________________
Date of Birth:  



 Age:  


         Is Your Pet Micro Chipped?  ( Yes   (  No
Breed: 
_______________________________________
                     ( Male


( Female

Color:  





            
                     (  Neutered

( Spayed
Is your pet currently taking medication:
(  Yes
(  No      Name(s) of medications? ___________________________________
How did you hear about us?             
· Phone Book      ( Internet/Website
( Facebook
 ( Humane Society________________________________
· Newspaper        ( Previous Client        ( Saw Sign      ( Other: _________________________________________
· Referral, please print first and last name of person who referred you; ________________________________________
Payment is expected at the time of service.  Method of payment for today’s services:

*** To keep costs to a minimum, all fees are due at the time services are provided. A deposit is required on all pets that must be hospitalized for surgery or treatment. We will gladly accept cash, Visa, Master Card, Discover and Care Credit. ****



( VISA         (  Mastercard         (  Discover Card         (  Cash        (   Care Credit
Office Use Only: Client #: _______ W/C Sent:		Referral #_________	R/C Sent		Staff Initials: _____
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