Parker County VETerinary Hospital

1724 Blair Dr. Weatherford, Texas 76087 Phone: (817) 596-0909 Fax: (817) 613-0034

Patrick D. Jarrett, DVM
Thanks for choosing PARKER COUNTY VETERINARY HOSPITAL  for your ANIMAL HEALTH TEAM
Client/Owner Information                                                  


         Date: ____________________

First name(s)_____________________/_____________________ Last Name:________________________________

Address__________________________________________City_________________________,TX   Zip___________

Email Address: ______________________________________________

Her DL#:______________________________                His DL#: ___________________________

Home Ph # ____________________________ O            Other #: ____________________________ O

Her cell #  ___________________________ __O            His cell # ___________________________ O

*Please indicate which is a primary phone number - where you CAN be reached - by checking circle



Do you qualify for our 10% Senior Discount (65 yrs & over)?  _____ Yes

How did you find us? (Please circle one):

Yellow Pages--Portable Sign--Vaccination Clinic--Internet--Client Referral--- I-20 Billboard Sign 

Who sent you to our Hospital? Name: __________________________Phone:_____________________

    ( We will send them a $10 gift certificate good for any service/product at our hospital as a thank you)

"I personally want to invite you to refer your friends and family if you like our service" Patrick D. Jarrett, DVM, 

Full payment is expected at time of service.   For your convienence we accept all major credit cards and Care Credit. 

We request our pets be treated as:    Indoor Family Members_____     Outside Pets Only _____ (please check one)

PET #1

NAME: _____________________  AGE (DOB)_____________  SEX (circle one)       Neutered Male---or---Male
                                                                                                            







           
                                                                          

COLOR: ____________________ BREED _____________________                        Spayed Female---or---Female                               

PET #2

NAME: _____________________ AGE (DOB)______________ SEX (circle one)        Neutered Male---or---Male
                                                                                                                        

COLOR:____________________ BREED ______________________    
                Spayed Female---or---Female                                            

*Additional pets?  Use reverse side.

Authorization is hereby extended to request and receive any and all medical records from other veterinarians. 

My pet's medical records may be requested from(name of facility): ______________________________________

Address, city & state __________________________________________________________________________

Signed: _________________________________________________

To be hospitalized , all vaccinations must have been by a licensed veterinarian within the last 12 months.

     Thank you again for allowing us to serve you and your pets!

