	[image: image1.jpg]



	[image: image2.jpg]



	8308 Creedmoor Road

Raleigh, NC 27613

919-847-0123

www.bowmananimalhospital.com

	EXTENDED CARE STAY CONSENT FORM

	Client Name:
	
	Patient Name:
	

	Arrival Date:
	
	Weight:
	LBS.
	Admitted By:
	

	Instructions:
	

	Services:
	

	Please read and initial the following:

	

	I acknowledge that all patients admitted for boarding must be current on all vaccinations including the Bordetella vaccination (Canine Only) & must have tested negative on an intestinal parasite check or have been dewormed within the last 6 months.  If these vaccinations or tests have been performed at another hospital, a record of these services must be provided prior to the boarding reservation or at the time of check-in.  If no record is provided for these services or the pet is overdue for these services, then the pet will receive the necessary vaccinations and/or tests upon admittance at the owner’s expense.

	Please read and initial ONE of the following:

	

	I authorize testing and treatment as outlined on the estimate given and place no limit on additional charges/services carried out at the doctor’s discretion.

	

	I authorize testing and treatment as needed and approve charges up to $_________, not including extended care fees.

	

	Please call me with an estimate before testing or treatment, but if I cannot be reached, I authorize testing and/or treatments deemed appropriate by the veterinarian.

	

	Please call me with a revised estimate before performing any additional procedures not outlined on the estimate given. I understand that if I cannot be reached, my pet will receive NO treatments, except in the case of an emergency, other than those outlined on the original estimate.

	Please read and initial the following:

	

	I have reviewed the above material and am comfortable with allowing my pet to stay at Bowman Animal Hospital for Boarding. I have had all my questions answered and fully understand the requirements for boarding. I understand that Bowman Animal Hospital is not staffed overnight and that animals are unattended from 8:30pm until 7:00am.

	Phone Numbers:
	1.
	2.
	3.

	Name of Contact:
	1.
	2.
	3.

	Signature:
	

	Date:
	



	EXTENDED CARE STAY CHECK-IN

	Patient Name:
	
	Client Name:
	
	Date:
	

	Check-in Time:
	
	Pick-up Time:
	
	Admitted By:
	

	Accomodations:
	Dogs Circle One: RUN   LARGE   MEDIUM   

Cats Circle One: CONDO   DUPLEX
	Check-in Weight:
	       Lbs.

	Requested Services:
	

	Due Dates:
	Bordetella:
	
	DHPP/FVRCP:
	
	Rabies:
	

	
	Fecal:
	
	Dewormer:
	

	Doctor’s Appt:
	( Yes
	( No
	Doctor Requested:
	
	Date:
	

	Grooming Appt:
	( Yes
	( No
	Groomer Requested:
	
	Date:
	

	Bathing Appt:
	( Yes
	( No
	Attendant Requested:
	
	Date:
	

	Name of Diet:
	

	
	( Owner’s Food
	( Hospital’s Food

	Feeding Instructions:
	( SID
	( BID
	( TID
	( QID
	( FREE FEED

	Give Treats:
	( Yes
	( No
	Name of Treats:
	

	Treat Instructions:
	( SID
	( BID
	( TID
	( QID
	( OTHER

	Catnip:
	( Yes
	( No
	Catnip Instructions:
	( SID
	( BID
	( TID
	( QID
	( OTHER

	Playtimes Requested:
	( Yes
	( No
	Total Number Requested:
	

	Playtime Instructions:
	( SID
	( BID
	( TID
	( QID
	( OTHER

	Medications:
	( Yes
	( No
	Treatment Bin#:
	
	ECS Bin#:
	

	
	Drug/Strength/Dose
	Frequency 
	Administer

	
	1.
	( SID
	( BID
	( TID
	( QID
	( PO
	( IV
	( IM

	
	2.
	( SID
	( BID
	( TID
	( QID
	( PO
	( IV
	( IM

	
	3.
	( SID
	( BID
	( TID
	( QID
	( PO
	( IV
	( IM

	
	4.
	( SID
	( BID
	( TID
	( QID
	( PO
	( IV
	( IM

	
	5.
	( SID
	( BID
	( TID
	( QID
	( PO
	( IV
	( IM

	Contact Information:
	1.
	2.
	3.

	Authorization Option:
	( Option 1
	( Option 2
	( Option 3
	( Option 4

	Cautions/Alerts:
	

	Additional Notes:
	


