WELCOME

Giles County Animal Hospital

16654 West College Street Pulaski, TN 931-363-7971

SURGICAL CONSENT FORM

Thank you for giving us the opportunity to care for your pet. We’ll be happy to answer any questions you have
about your pet’s health. To insure the best care possible, please tak the time to fill in this form completely. Thank you!

REGISTRATION

I certify that I own the animal for this surgical procedure, and I do hereby consent and authorize
the Giles County
Date:__________________
Animal
Hospital
doctors
and
staff
to
hospitalize
and
treat
this
animal.
I
understand
that
there
is
no
such
thing
as a simple
Owner:__________________________________________ SS#:______________________________________
surgical procedure where anesthesia is involved, and that a surgical or anesthetic emergency could result at any time. I
Address:__________________________________________________________________________________
authorize
the doctors of this hospital to treat any surgical or anesthetic emergency as deemed necessary, and that as long
as
sound
procedures
are followed, I will not hold them responsibleSS#:______________________________________
for anesthetic death, escape attempt, or injury while in
Spouse:_________________________________________
their care.

Home Phone:_______________ Work Phone:_______________ Spouse Work Phone:___________________

I do hereby
authorize
Giles County Animal Hospital to administer vaccinations,Phone:___________________
medications, anesthetics,
Emergency
Contact
Name:__________________________________________
treatments, perform tests and surgical procedures that the doctors deem necessary for the health, safety or well-being of
Howanimal
did you
learn
our clinic?
Yellow Pages
Recommendation
this
while
it isabout
under their
care and supervision,
and that there
will be additional charges. If my pet is pregnant or
in heat, and is being spayed, I understand the increased
risk
and
danger
of spaying, and also understand that an additional
Sign
Other___________________________________
fee will be charged.

If recommended, by whom?__________________________________________________________________

that I am responsible
for payment of this procedure
and for____________________________
all treatments at the time my pet is to
NumberI further
of pets:realize
Dogs:____________
Cats:_____________
Other (specify)
be discharged, and that payment will be in full. If I neglect to pick up the pet within 7 days after the time specified for
release and the doctor is not notified in writing of an alternate date within the 7 day period, the animal will be considered
abandoned. All care and ownership decisions are then relinquished to the clinic. Abandonment does not release me from
Name
of pet:__________________________________
Dog
Cat
Other:_________________
my
obligation
to pay the bill for all services and boarding.

PET HEALTH HISTORY

Breed:______________________________ Color:______________________ Birthdate:_________________
Male
Neutered
Female
Spayed
***
ALL
PATIENTS
EIGHT
(8)
YEARS
AND
OLDER
ARE
REQUIRED TO
Vaccination History (Date and type of last vaccinations)___________________________________________
HAVE BLOODWORK BEFORE ANESTHESIA***
__________________________________________________________________________________________
________________________________________________________________________________________
Please select the level of screening for your pet today for an additional charge:
Please check any symptoms or problems that you have noticed about your pet.
Chemistry Panel (Kidney, Liver and Glucose) plus Complete Blood Count(CBC)- $124
Behavior Problems
Lack of
Appetite
Chemistry Panel (Kidney,
Liver
and Glucose)- $69Sneezing
Bleeding IGums
Limping
Urination
do not wish to have any
pre-anesthetic screening Thirst
for myand/or
pet and
accept Increased
the additional
Breathingrisks.
Problems
Loss of Balance
Vomiting
Coughing
Scooting
Weakness
Your
pets
comfort
is
important
to
us.
We
offer
pain
control
on
all
surgeries.
Some procedures are more
Diarrhea
Scratching
Other_____________________________
uncomfortable post-op than others and these medications will be tailored to your pet’s specific needs.
Eye Bulging or Bloodshot
Seems Depressed
__________________________________
Gagging
Shaking
Headwill be given at the time of surgery ($29) with the option
For the
comfort of our patients a pain
injection
Pet’s
current
medications:___________________________________________________________________
to take
additional
pain medicine home:
_________________________________________________________________________________________
Post-Operative pain medication to take home (additional charges vary by weight).
I
do not
wish to take home additional pain medication.
Describe your pet’s
diet:_____________________________________________________________________
_________________________________________________________________________________________

Owner Name: _________________Pet
Name: __________ Phone Number: _____________
Authorization
I hereby authorize the veterinarian to wxamine, prescribe for, or treat the abouve described pet. I assume responsibility for all
Procedure:
charges incurred_________________________________________________Date:_____________
in the care of this animal. I also understand that these charges will be paid at the time of release and that a
deposit may be required for surgical treatment.

Owner/Authorized Representative Signature: _____________________________________

Signature of Owner:__________________________________________________________ Date:____________________________
Method of payment:

Cash

Check

MasterCard

VISA

Other:__________________________________________

