CROSS CREEK ANIMAL CLINIC, INC.

2728 APALACHEE PARKWAY

TALLAHASSEE, FL 32301

PH: 850-656-2525

FAX: 850-656-4246

Owner:

Last Name: _________________________ First Name:___________________________

Co Owner:_____________________________________
Street Address:
_________________________________________
Apartment Number:
_______________________________

City, State: _________________________        ZIP:__________
Primary Phone #_______________________Secondary Phone #____________________

Referred by:___________________________________ (They get a $10 Credit!)
Email address:______________________________________
  Pet’s Name:
  Species:       Breed:
   Age:
   Color:   Sex:  Spayed/Neutered:  Microchip:
1.

2.

3.

Date of previous Vaccines: (please provide documentation or previous vets name and 
phone number):___________________________________________________________

Driver’s license number:_________________________

A photocopy of your driver’s license number will be kept on file for all payments.

For your convenience we accept Cash, Check with a valid driver’s license, Debit, Visa, MasterCard, Discover, American Express, and Care Credit
Payment is due in full at the time services are rendered unless prior arrangements with Dr. Hale have been made.

Thanks for entrusting your pet’s care to us.    The CCAC staff and Dr. Hale
