
  

Client / Patient Admission Form

Owner’s Name:

Mailing Address:

Co-Owner’s Name:

Primary Phone: Cell Phone: Work Phone:

Email Address:

1. CLIENT INFORMATION

3. AUTHORIZATION

     Check box if you would NOT like to receive 
     emails from Animal Vision Center of VA

Veterinary Practice: Veterinarian: 

Employer: Preferred Method of Contact: Phone Text Email

 

Pet’s Name:

Breed:

Species: Canine Feline

 Sex: Intact Male Neutered Male Intact Female Spayed Female

Other:

2. PATIENT INFORMATION

Date of Birth/Age:

Color:

Reason for Visit:

I hereby authorize the veterinarian to examine, prescribe for, or treat my pet(s). I will assume all financial responsibility for any 
and all charges incurred by my pet(s) while in the care of the doctors at Animal Vision Center of Virginia. I understand that these 
charges will be paid at the time services are rendered and that a deposit may be required prior to treatment. 

Animal Vision Center of Virginia accepts cash, VISA, MaserCard, American Express, Discover, CareCredit, 
and personal check. If paying by check, please provide the following information:

Driver’s License #: State: Date of Birth:

If I have to cancel my appointment with less than 24-hour notice, or 
do not show up for my scheduled appointment, I understand that I will 
be charged a $50 cancellation fee to be paid prior to rescheduling this 
appointment or refilling previously prescribed medications 

Client Signature: Date:

[ Client Initials ]

Check box if you would NOT like your pet’s 
photo to be featured in social media

City: State: Zip Code:

Check box to OPT-OUT of using your pet’s 
medical information for research purposes

Credit Card Recurring Payment Authorization Form

AUTHORIZATION

I authorize Animal Vision Center of Virginia to charge the credit card indicated in this authorization form according to the terms outlined 
above. If the above noted payment dates fall on a weekend or holiday, I understand that the payments may be executed on the next business 
day. I understand that this authorization will remain in effect until I cancel it in writing, and I agree to notify the business in writing of 
any changes in my account information or termination of this authorization at least 15 days prior to the next billing date. This payment 
authorization is for the type of bill indicated above. I certify that I am an authorized user of this credit card and that I will not dispute the 
scheduled payments with my credit card company provided the transactions correspond to the terms indicated in this authorization form.

Schedule your payments to be automatically charged to your credit card.  Just complete and sign this form to get started!

RECURRING PAYMENTS CAN MAKE YOUR LIFE EASIER:
• It’s convenient (saving you time and postage)
• Your payment is always on time (even if you’re out of town), eliminating late charges
• You can get Rewards Points for paying your bill

HERE’S HOW RECURRING PAYMENTS WORK:
You authorize regularly scheduled charges to your VISA, MasterCard, American Express, or Discover card. You will be charged
each billing period for the total amount due for that period. A receipt will be emailed to you and the charge will appear on your
credit card statement. You agree that no prior-notification will be provided if the total payment does not exceed an agreed
upon amount. If your bill is more than that amount, or the payment date changes, you will receive notice from us at least 10
days prior to the payment being collected.

Client Signature: Date:

Account Type:            Visa          MasterCard          American Express         Discover

Cardholder Name:

Account Number:

Expiration Date:                  CVV: (3 digit number on back of Visa/MC, 4 digits on front of AMEX)

I                                                                                         authorize Animal Vision Center of Virginia to charge my credit card indicated

below up to                      on the                     of each                            for payment of my                                                                    .

Billing Address: City, State, Zip: 

Email Address: Phone Number:

 [ Print Full Name ]

[ Day / Date ]  [ Frequency ]  [ Type of Bill ][ $ Amount ]

Phone (757) 749-4838
Fax     (757) 932-9325
AnimalVisionCenterVA.com

So they can see a better life.

520 Constitution Drive, Virginia Beach, VA 23462 
228 Mount Pleasant Road, Chesapeake, VA 23322
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