TOWN & COUNIR _ WAL CLINIC

Authorization and Consent for Hospitalization and/or Surgery

Client # Client Name Phone:
Patient# Patient Name Date

PRESENTING CONCERN:

OAppears Healthy (wellness, vaccinations, or elective surgery)

OVomiting OBlood in Stool OONot Eating OFreq/Unusual Urination ODiarrhea OBlood in Urine
OLameness/Limping OCoughing OUnable to Urinate ODEye Problem OLethargic/Depressed
ODifficulty Breathing OEar Problem OSkin Bump, Growth, Tumor OBite Wound OPain
OUnusual/Abnormal Behavior OTrauma/HBC

OOther

Details of Concern (i.e. left ear, right eye, growth on face, etc.)
Is this the first time this problem has occurred? COYES CONO
Duration of condition and current treatment:

| am the owner or agent for the animal described above and | have the authority to execute this consent.
I hereby consent and authorize the veterinarian or veterinary staff to perform the following tests
procedures or operations. Initials

EXAMINATIONS & TESTING

COOComprehensive Physical Exam

OORadiology: C0Chest CDAbdomen OSpine OLeg(s) OHips COOMouth or Head
OUltrasound: COChest OAbdomen COther

I do understand that large areas of the body may be shaven when doing an ultrasound. -Initials
OLaboratory Tests: C1ICBC [C1Chemistry Panel CElectrolytes CIThyroid Tests CO0Heartworm Antigen
Test OECG OBlood Pressure OFeLV/FIV test OUrinalysis Gl Lab panel OOther:

SURGICAL SERVICES

[COPet Has Not Had Food Or Water In The Last 12 Hours Time Last Ate:
COOvariohysterectomy (spay — female)

CCastration (neuter — male)

ODental Scaling/Polishing, including ultrasonic scaling, sub gingival scraping, dental radiography,
periodontal probing, fluoride treatment and Oravet application.

[CODental Extractions as deemed necessary by the attending doctor

OFeline Surgical Declaw Please specify: ___Front Feet __ Back Feet

OTherapeutic Ear Cleaning

OExternal Skin Lump or Tumor Excision: Location
OHistopathology

OOrthopedic (Bone or Joint) Surgery:
OOphthalmic (Eye) Surgery:
COHome Again Microchip Implant
COMass/Tumor removal

COther:




