
 
           209 HIGHWAY 21 - MADISONVILLE, LA   70447   985.892.505 

 

CLIENT REGISTRATION 

Today’s Date: ________________  
Driver’s License or I. D. Card Number: __________________  Exp.date:____________ 

Name:_______________________________________ Referred by: ________________ 
                      Last                   First                Middle 

Address:________________________________________________________________ 
                Street number and name                 City                  State               Zip Code 

Occupation: ____________________  
Employer:________________________________________ 
                    Name 
            _____________________________________________ 
             Address               City              State          Zip 

e-mail: ___________________________                                                                                     
(please include if you would like to receive reminders, etc. via email) 

Telephone Numbers (please include area code):            

Home:(__)___-_____ Work:(__)___-_____ Cell:(__)___-_____ 

Home Fax:(__)___-_____ Work Fax:(__)___-_____ Pager:(__)___-_____ 

 

NEXT PAGE PLEASE 

 



Alternate Contact: 
________________________________________________________________ 
               Name                                                                              Phone 

[ ]  Spouse  [ ]  Partner  [ ]   Co-owner  [ ]  Name: __________________________ 
                                                                                        Last              First          Middle 

Address: 
________________________________________________________________________ 
     Street number and name (if different than above)     City               State     Zip Code 

Occupation: ____________________  
Employer: ____________________________________ 
                     Name                               
_____________________________________________ 
      Address             City              State           Zip 

Telephone Numbers: (please include area code)  

Home:(__)___-_____ Work:(__)___-_____ Cell:(__)___-_____ 

Home Fax:(__)___-_____ Work Fax:(__)___-_____ Pager:(__)___-_____ 

Alternate 
Contact:___________________________________________________________ 
                          Name                                                                 Phone 
PROFESSIONAL FEES ARE TO BE PAID AT THE TIME SERVICES ARE 
PERFORMED  

• In admitting my pet(s) for diagnostics, treatment, or surgery, I authorize the 
veterinarians of Tchefuncte Animal Hospital, LLC, and their support staff, 
to administer such treatment and/or perform such diagnostic or surgical 
procedures as deemed necessary. 

• It is understood that an estimate of charges will be given for services. No 
guarantee or assurance can be made as to the results that may be obtained.  

• Further, I assume full financial responsibility for all charges incurred by my 
pet. I realize that these charges may exceed a given estimate if complications 
arise. I understand that I will be contacted prior to treatment, if possible, 
should complications occur. A deposit may be required. All professional fees 
are due at time of services rendered.  

 

Signature: _________________________                          Date: _________________        

NEXT PAGE PLEASE 



 

 

 

INDIVIDUAL PATIENT REGISTRATION 

 

Client Name: ________________________________________________________ 
 

[  ] Dog [  ] Cat [  ] Bird [  ] Rabbit [  ] Reptile [  ] Rodent [  ] Other_______ 

Patient’s Name: _____________________________ Breed: _______________________ 
 
Birthdate (appx. if unknown): __________ [ ] Male   [ ] Neutered   [ ] Female [ ] Spayed 
 
Color/Markings: _________________________ Identification: ____________________ 

Microchip company and number: ____________________________________________ 

Vaccination history (please check those that apply and provide proof of the last 
vaccinations): 

 
[  ] Rabies      [  ] Distemper-Parvo      [  ] Feline upper respiratory  [  ] Feline Leukemia 
 

________     _________________        ___________________          ______________ 
      Date                    Date                              Date                                  Date 

 

Rabies Tag Number and Parish/County if applicable: _____________________________ 


