DEIS)ESTE

EQUINE HOSPITAL

90238 Prairie Road, Eugene, OR 97402 541-689-0205 www.deloeste.vet

CLIENT INFORMATION

Client: Date

Name

Other Authorized Person Relationship

Mailing Address

City State Zip Code Primary Phone ( )
Alt. Phone ( ) Email

Preferred Contact OPhoneOdEmailOd0ther Referred By

Email Statements Qyes O no Email Reminders Oyes O no

Place of Employment

Farm Location/Boarding Location/Trainer Information:

Trainer/Farm Gate Code
Physical Address City State Zip Code
Primary Phone ( ) Alternate Phone ( )

Is the trainer/agent authorized to make medical decisions on your behalf? O yes Ono
Patient information: (list additional animals on reverse)

Stable Name (Nickname) Age/DOB Breed

Registered Name

Color OMare [Gelding OStallion Use/Discipline

Medical Conditions

Allergies

Pertinent History (needle shy, kicks, etc.):

Insured:Oyesno Company: O Major Medical [ Mortality
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Patient information:

Stable Name (Nickname) Age/DOB Breed
Registered Name

Color OMare [OGelding [gStallion Use/Discipline
Allergies

Medical Conditions

Pertinent History (needle shy, kicks, etc.)

Insured OyesOno Company O Major Medical OMortality
Patient information:

Stable Name (Nickname) Age/DOB Breed

Registered Name

Color COMare [OGelding [DOStallion Use/Discipline

Allergies

Medical Conditions

Pertinent History (needle shy, kicks, etc.)

InsuredJyesd no Company O Major Medical  OMortality
Patient information:

Stable Name (Nickname) Age/DOB Breed

Registered Name

Color OMare OGelding 0O Stallion Use/Discipline

Allergies

Medical Conditions

Pertinent History (needle shy, kicks, etc.)

Insured OJyes CO0no Company O Major Medical [ Mortality
Patient information:

Stable Name (Nickname) Age/DOB Breed

Registered Name

Color OMare [OGelding OStallion Use/Discipline

Allergies

Medical Conditions

Pertinent History (needle shy, kicks, etc.)

Insured Qyes no Company 0 Major Medical O Mortality
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DEIS)ESTE

EQUINE HOSPITAL

90238 Prairie Road, Eugene, OR 97402 541-689-0205 www.deloeste.vet

Authorization to Provide Service

| authorize Del Oeste Equine Hospital to provide veterinary care to my animal(s) at my request or, in
my absence, at the request of my designated authorized person.

| agree that | bear the financial responsibility for any and all costs associated with veterinary care of
services provided to my animal(s) by Del Oeste Equine Hospital. | understand that all fees are due at
the time the services are provided, unless prior financial arrangements have been made.

In case of a veterinary emergency, | authorize Del Oeste Equine Hospital, LLC to treat my animal(s) if
| am out of town or unavailable. | understand that the doctors at DOEH will make every attempt to
contact me regarding course of treatment, prognosis, and cost. | also understand that | am responsible
for all charges incurred.

This policy shall apply to any and all horses owned, leased, or under the care of the undersigned,
whether or not the animal(s) have been previously registered as patients of Del Oeste Equine Hospital.

| understand that Del Oeste Equine Hospital is not a 24 hour facility and, on occasion, there may be
animals at this facility in the absence of personnel.

| understand that many drugs have been proven to be safe and effective in species for which the drugs
are not specifically labeled by the USDA. Our veterinarians, often by necessity, must recommend,
administer or prescribe drugs that are considered to be extra-label. | authorize my animal’s
veterinarian in the use of extra-label drugs.

The hospital reserves the right to decline service to anyone with an outstanding account balance.

| have read and understand the authorizations and policies outlined above. By signing below, | agree to

these authorizations and policies.

Name (please print) Signature Date
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EQUINE HOSPITAL

90238 Prairie Road, Eugene, OR 97402 541-689-0205 www.deloeste.vet

Financial Policy

Please choose one of the following payment options, sign and date

Payment in Full at the time veterinary services, medications or supplies are provided. Cash,

Check, Visa, MasterCard, Discover Card, American Express, and Care Credit are accepted forms of
payment. Client or other authorized person must be present at the time of service to render
payment.

|:| Auto - Billing Account with Credit Card on File. Each invoice will be applied to your credit card.
Your invoice will be emailed to you on the day of payment transaction. Please fill out
accompanying Credit Card Authorization.

STATEMENT DISCLOSURE AND FINANCE CHARGES

Any unpaid balance will be subject to a service charge of 1.5% per month (APR 18%). The minimum service charge
is $4.50 per month. This service charge is calculated and assessed on the 25t day of each month. If payment is over
30 days or is made by check with insufficient funds, the client will also lose any discounts and/or billing privileges
given at the time of the original purchase of supplies or service. The client is responsible for payment of all charges
within the limits of our financial policy, regardless of insurance coverage or dispute between an owner, stable, or
trainer.

RETURNED CHECKS

A $35.00 service charge will be assessed for any check returned for non-sufficient funds.

YOUR BILLING RIGHTS
This notice contains important information about your rights and our responsibilities under the Federal Fair Credit Billing Act. NOTIFY US
IMMEDIATELY IN CASE OF ERRORS OR QUESTIONS ABOUT YOUR BILL. You may telephone our office, but doing so will not preserve your rights.
Formal disputes must be in writing. We must hear from you no later than 60 days after receiving your first statement of charges on which the
error or problem appeared. In your letter, give us the following information:

. Your name and account number

. The dollar amount of the suspected error

. Description of the error and explanation of why you believe there is an error.

You remain obligated to continue to pay on the parts of your statement that are correct. You do not have to pay any amount in dispute during
the time the hospital is resolving the matter. During this time, we may not take any action to collect disputed amounts or report disputed
amounts as delinquent.

Name (please print) Signature Date
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DEISDESTE

90238 Prairie Road, Eugene, OR 97402 541-689-0205 www.deloeste.vet

CREDIT CARD AUTHORIZATION

Name: Client Acct. #

Address:

Phone:

E-mail:

Emailed receipts/statements Yes I:l No I:'

Visa/ MasterCard/ Discover card number

—
Debit '—_l Credit Expiration Date(MM/YY) Billing zip code for this card

Name printed on card

I authorize the use of this card for purposes of auto-bill payment of service provided by Del Oeste Equine
Hospital, LL.C. I understand that my card information will be kept on file in a secure system, and that any invoice
generated under my name will be paid within seven days with this credit card.

Signature Date

10/2021
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