WELCOME!

Please look at the forms and pamphlets which are part of our “new client” package, fill in the requested information and mail it back to us to complete your registration as a new client.  Before your first appointment we will need the medical record for your pet from all previous sources.


At Chippawa Animal Hospital, we are committed to helping you keep your pet happy and healthy.  If you have questions about these recommendations, please talk to one of our staff.

Annual wellness examinations & dental check up

Annual fecal tests

Routine deworming 3-4 times a year

Heartworm testing and protection for dogs

Appropriate vaccinations & dental hygiene care

Spaying or neutering

Wellness blood testing for pets over 7 years of age

Flea prevention

Nail trims, ear cleaning, and medicated baths if needed

Other routine procedures may be recommended based on your pet’s individual needs and overall health.

**It is important to be aware, however, that despite your best efforts, accidents and illnesses may still occur.  If your pet becomes sick or injured, please call us immediately to set up an appointment for a consultation with the veterinarian**

CLIENT INFORMATION 

Please complete the following information:

Last Name:
                                       First Name:

                    Street                               City                     

                    Prov                                 Postal Code

Telephone : Home 





                    Business 



Cell

                     Email 

Referred by:

PET INFORMATION

Pet Name:





Pet Name:

Sex:






Sex:

Species:





Species:

Breed:






Breed:

Colour:





Colour:

Neutered/Spayed:   




Neutered/Spayed:

Tattoo#/Chip#:




Tattoo#/Chip#:

Is your pet currently on medication:


Is your pet currently on medication:

Diet:






Diet:

For additional pets, please use the reverse side to give us their information – thank you.

**We must receive your pet’s previous medical record prior to booking an appointment.  Our fax number is 905 295-3293
AUTHORIZATION FORM
Chippawa Veterinary Professional Corporation

o/a

CHIPPAWA ANIMAL HOSPITAL
I ____________________________________ give authorization to the people listed below to have signing authority for any procedures for the following pets.

Pet 1. ___________________________
Pet 2. ___________________________

Pet 3. ___________________________
Pet 4. ___________________________

Authorization Privileges

1. ____________________________________________

2. ____________________________________________

3. ____________________________________________

4. ____________________________________________

**Note – As the owner of the above mentioned pet(s) I understand it is my responsibility to notify Chippawa Animal Hospital in writing of any changes in the information above.
__________________________________

______________________________

          Owner’s Signature




             Date

CONFIDENTIALITY AND NON-DISCLOSURE AGREEMENT

Chippawa Animal Hospital agrees that all client and practice related information provided will be kept confidential, and will only be used for the purpose for which it was provided.  Chippawa Animal Hospital agrees not to disclose the client and practice information to any third party without your prior written consent.

PERSONAL INFORMATION POLICY

CONSENT FORM

I understand that Chippawa Animal Hospital has a Personal Information Policy in accordance with the requirements of the Personal Information Protection and Electronic Documents Act.

By signing below, I am consenting to the collection, use and disclosure of my personal information (such as my home telephone number and address) in accordance with the purposes set out in the Policy, which include the following:

1. Maintaining complete and accurate client files, and complying with the requirements of the College of Veterinarians of Ontario, the Veterinarians Act and regulations under the Act;

2. Providing goods and services to veterinary clients, including contacting clients to schedule appointments and follow up on patient treatment, billing for goods and services and notifying clients about new services and promotional offers; and

3. Communicating and working with third parties providing veterinary medical or other services to clients, including other veterinary facilities and insurance companies which may pay for all or part of the cost of such services.

I understand that:

1. My personal information will not be used or disclosed for purposes other than those for which it was collected, except with my consent, or except where use or disclosure is required by law;

2. I have the right to view my personal information and have it amended, if inaccurate or incomplete; and

3. A copy of the Policy will be provided on request

SIGNATURE:_________________________  DATE:______________________

PRINTED NAME:___________________________________________________
