J A S P E R
Animal Hospital

MEDICAL CONSENT
Owner’s Name:__________________________________________________ Date:_________________
Today’s Phone:___________________________________________ Patient’s Name:_______________
I am the owner, or agent for the owner, of the above described animal and have the authority to
execute this consent. I hereby grant Jasper Animal Hospital/Dr. _________________ my consent to
receive, prescribe for and treat my pet. I understand the treatment(s) and/or procedure(s) contemplated is:
_____________________________________________________________________________________
I understand that during the performance of the foregoing treatment(s) or procedure(s) unforeseen
conditions may be revealed that necessitate an extension of the foregoing treatment(s) or procedure(s) than
those set forth above. Therefore, I hereby consent to and authorize the performance of such treatment(s) or
procedure(s) as are necessary and desirable in the exercise of the veterinarian’s professional judgment. I
also authorize the use of appropriate anesthetics and other medications. I understand that hospital support
personnel will be employed as deemed necessary by the veterinarian.
I have been advised as to the nature of the treatment(s) or procedure(s) and the risks involved. I
realize that results cannot be guaranteed. You are to use all reasonable precautions against injury, escape
or death of my pet, but you will not be held liable or responsible in any manner in connection therewith as it
is thoroughly understood that I assume all risks.
I agree that all charges including boarding costs shall be paid upon release of my pet from the
hospital. If the pet is not called for within 10 days after the time specified for return and if the doctor is not
notified in writing of an alternate date within the 10 day period, the animal will be considered abandoned and
may be disposed of as the doctor sees fit. It is understood that this does not relieve me from paying for all
costs of your services and use of your hospital including the cost of boarding in the hospital or other
available boarding facility.

After carefully reading the above, I understand and have signed in agreement.

___________________________________________________
Signature of Owner/Agent
Date
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