GOLD DTAR

EQUINE MEDICINE,inc

16835 Algonquin Street Suite 374 ¢ Huntington Beach, California 92649
714.589.2480 office ¢ 714.907.4661 fax ¢ drjenn@goldstarequinemedicine.com

Thank you for giving Gold Star Equine Medicine the pleasure of caring for your
horse’s needs. So that we may better serve you, please complete the following:

Date:
Owner:
First Middle Last
Address:
Street City State Zip
Home Phone: Cell Phone:
Employer: Work Phone:
Occupation: May we call you at work? [ JYes [ ]| No
E-mail: Driver’s Lic #:
Co-owner:
First Middle Last
Address:
Street City State Zip
Home Phone: Cell Phone:
Employer: Work Phone:
Occupation: May we call you at work? [ JYes [ ] No
E-mail:

.

% In case of emergency and we are unable to reach you, is there someone you would like us to call?

Name : Phone number:
How did you hear about us? Referral, who may we thank?
—Yellow pages __Internet search _ SoCal Directory __Other, please specify:
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Patient Name:

Registered Name (if different):

Date of Birth/Age:

Color(s): Breed:

Gender:

Stall #:

Barn/Stable Name:

Patient Name:

Registered Name (if different):

Date of Birth/Age:

Color(s): Breed:

Gender:

Stall #:

Barn/Stable Name:

Patient Name:

Registered Name (if different):

Date of Birth/Age:

Color(s): Breed:

Gender:

Stall #:

Barn/Stable Name:

Patient Name:

Registered Name (if different):

Date of Birth/Age:

Color(s): Breed:

Gender:

Stall #:

Barn/Stable Name:

Patient Name:

Registered Name (if different):

Date of Birth/Age:

Color(s): Breed:

Barn/Stable Name:

Gender:

Stall #:

www.GoldStarEquineMedicine.com




Payment Policy

Payment is due at the time services are performed. For your convenience we accept
cash, check and credit. If you would like to have your credit card information kept on file
please read the following carefully and provide the required information.

Please elect your preferred payment method:

___l'would like to pay cash for my appointments. | understand that payment is due at time of service.

___lwould like to pay by check. | understand there will be a $35 return check fee if | have a returned
check and will need to provide an alternate method of payment.

____l'would like to have my credit card charged at the time services are provided.

___l'would also like to have my credit card number kept on file.

Credit Card Authorization Agreement

A , give permission to Gold Star Equine
(please print)
Medicine, Inc., to keep my credit card information on file. | understand that this form will

be secured in a locked cabinet and will be the only copy (ie. your credit card number will

not be stored in a computer system or elsewhere).

Visa Mastercard Discover American Express

Cardholder Name

Card Number

Expiration Date Security Code

Billing Address (if different than on file)

Authorized Signature

Date Signed
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