
 

Medical Treatment and Surgical Consent 
 

Client No. ________ 
 

Owner’s Name______________________________________________________________________ 
 

Home Phone ______________________________ Cell Phone________________________________ 
 

Animal’s Name________________________ Dog____Cat____Other__________________________ 
 

Breed______________________________Color_______________________Age________________ 
 

Male ____Neutered  ____  Female ____ Spayed ____    
 

Emergency Contact _______________________________________ Phone____________________ 
 

I, being responsible for the above-described animal, have the authority to grant you my consent to receive, 

prescribe for, treat and/or operate upon my pet.  I understand the surgery contemplated is: 
 

Spay_____ Neuter _____ Dental______ Other_____________________________________________ 
 

I would also like the vet to:_____________________________________________________________ 

___________________________________________________________________________________ 

 

How would you like us to notify you when your pet wakes from anesthesia?  

 Text message sent to (____)_______________  

 Phone call to (____)______________________  

 E-mail to _______________________________  
 

Your pet will receive pain medication at the doctor’s discretion.   
 

Reasonable precautions will be used against injury, escape, or death of my pet.  The clinic and staff will not be 

held liable for problems that develop provided reasonable care and precautions are followed.  I understand that 

any problem that develops with my pet will be treated as deemed best by the staff veterinarian and I assume full 

responsibility for the treatment expense involved. 
 

All charges, including boarding costs, shall be paid upon release from the hospital. If the pet is not called for 

within five (5) days after the time specified for return and the doctor is not notified in writing of an alternate 

date within the five (5) day period, the animal will 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. 
 

Other procedures available, but not required: 

Pre-operative blood work ($65.50) ____Y ____N 

Home Again Implant ($48.00) ____Y ____N 
 

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

 

_________________________________________ ____________________________ 

Owner or Responsible Party  Today’s Date  
  

Renee Smith, DVM  

16366 FM 16 W 

Lindale, TX 75771   

903-882-3188  

  

  

  

Clinic Use Only: 
 

T_____________ 
 

W____________ 
 

P_____________ 
 

R_____________ 

 

Clinic Use Only: 
 

Anesthesia:__________________________ 
 

Pain management:____________________ 


