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Client Information
First Name:_____________________________    Last Name:____________________________________
Street Address:________________________________________________________________________
City:__________________________  State:____  Zip:___________________           
Phone Number:________________________________________________________________________
□ Yes, I agree to receiving text messages from Redtail Equine at the phone number above. Redtail Equine does NOT utilize automated text messages. All text communication will be direct communication with the doctor. Text frequency varies and may include notifications that we are running late or need to reschedule, check-ins on patients after an appointment or emergency, responses to questions asked by the client, etc. 
□ No, I do not want to receive text messages from Redtail Equine, including no responses to texts initiated by me (the client)

E-mail Address:________________________________________________________________________
How did you hear about us? ______________________________________________________________
_____________________________________________________________________________________

Does anyone else have permission to make medical decisions for your horse(s) if you cannot be contacted? (i.e. barn manager, trainer, lease holder, etc.)   □ Yes    □ No
If yes:
Name:________________________________________________________________________________
Phone number:________________________________________________________________________





Acknowledgements
Please read and initial the following statements then sign below. By signing you are agreeing to our terms of service.
________ 1) Payment for all products/services is expected at time of service.
________ 2) Payments are accepted in the form of cash, check, zelle, or credit card.
________ 3) In order to legally prescribe medications and make recommendations a valid Veterinary-Client-Patient-Relationship must exist. No medications will be dispensed, or prescriptions filled unless your horse has been seen by Dr. Wood within the last year. Dr. Wood reserves the right to request an exam for a new problem or a recheck for an existing problem before prescribing medications or making recommendations if she feels it is in the best interest of your horse. This applies even if an exam has been performed within the last year.

Signature:___________________________________________________    Date:___________________

*Please visit our website for more information including our privacy policy

Patient Information
Nick Name/Call Name: _____________   Show/Registered Name: _______________________________
Breed:__________________________________________  Age: ___________  Gender: ______________
Use/Career:___________________________________________________________________________
Current Diet (including type of hay and supplements): _________________________________________
_____________________________________________________________________________________
Does your horse have any previously diagnosed medical problems he/she is being managed for?              □ Yes    □No
If yes, please explain (including any medications/supplements your horse is taking):_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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