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	8308 Creedmoor Road

Raleigh, NC 27613

919-847-6216 
www.bowmananimalhospital.com

	

	DROP-OFF CONSENT FORM

	Patient Name:
	
	Owner Name:
	
	Date:
	

	Attending Doctor:
	
	Admitted By:
	

	Anticipated Services: 
	

	Primary Complaints:

	( Vomiting
	( Bloody Urine
	( Itching
	( Ears
	( Growth/Lump
	( Inappropriate Urination
	( Difficulty Urinating

	( Diarrhea
	( Bloody Stool
	( Hairloss
	( Eyes
	( Lameness/Limping
	( Ingested Foreign body
	( Lethargic

	( Coughing
	( Sneezing
	( Painful
	( Anorexia
	( Increased thirst
	( Difficulty Breathing
	( Other: ___________

	Additional Information:
	

	
	

	
	

	Current Medications:
	

	
	

	
	

	Please read and initial ALL of the following:

	

	I acknowledge that my pet must be current on all required vaccinations and that my pet is free of any external parasites.  If fleas or ticks are found, I understand that my pet will be treated at my expense.

	

	I recognize that all patients are required to have pre-surgical bloodwork prior to all anesthetic procedures.

	

	I understand that new information may come to light during the detailed examination performed and may make the estimate previously given invalid.  As a result, additional procedures may be required that were not outlined in the original estimate given.

	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 outlined on the estimate given and approve charges up to an additional $__________. 

	

	Please call me with a revised estimate before performing any additional procedures not outlined on the estimate given. If I cannot be reached, I authorize additional 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 ALL the following:

	

	I understand that Bowman Animal Hospital is not staffed overnight- 8:30pm till 7:00am.

	

	I have reviewed the above material and am comfortable with allowing my pet to stay at Bowman Animal Hospital for the above procedure(s). I have had all my questions answered and fully understand the procedures to be performed and the associated risks. As the owner or agent of my pet, I hereby give my consent to Bowman Animal Hospital to perform the above said procedure(s).  

	Phone Numbers:
	1.
	2.
	3.

	Name of Contact:
	1.
	2.
	3.

	Pick-up Time:
	

	Owner Signature:
	

	Date:
	



