Animal Clinic of Rockbridge

1541 N. Lee Highway

Lexington VA 24450

(540)463-2015  Fax: (540)463-3664

Surgical Consent Form
Pet’s Name:  _______________________________________Date:___________________
Owner’s Name: ____________________________________________________________

When was your pet’s last meal? ____________________________________________
Has your pet had any medication(s) in the last 48 hours?      YES    NO
If yes, what medication(s)? ___________________________________________________
Phone Number where you can be called ​​:___________________________________
As owner or agent of the above animal, I hereby give my consent to the Animal Clinic of Rockbridge to perform the following procedure(s):

_____ 1.   Ovariohysterectomy (spay)

_____ 7.  Tumor Removal


_____ 2.  Orchidectomy (neuter)


_____ 8.  Wound Repair


_____ 3.  Toenail Fracture Repair


_____ 9.  Onychectomy (declaw)


_____ 4.  Sedation/X-Ray 

_____ 5.   Dental (X-Rays and extractions of teeth if determined necessary)


_____ 6.   Other______________________________________________________

As reducing post operative pain promotes healing and brings increased comfort to the animal, all animals undergoing a surgical procedure will receive post operative pain medication.

While your pet is sedated would you like any of the following:

Microchip (reduced price) ___________    Toenail Trim________ Update Vaccinations _______
Vaccinations that we are doing ______________________________________________________


Ear Cleaning_______ Anal Sacs Expressed__________ Fecal_________ Heartworm Test________ 

ALL ANIMALS ADMITTED MUST BE CURRENT ON THEIR VACCINATIONS AND MUST BE FREE OF EXTERNAL PARASITES.  ANY ANIMALS FOUND TO HAVE FLEAS OR TICKS WILL BE TREATED AT THE OWNER’S EXPENSE.

I, the undersigned owner or authorized agent of the animal named or identified above, hereby authorize the Animal Clinic of Rockbridge and the staff members thereof to perform the above procedure on this animal.  I understand that this procedure involves surgery and hereby authorize Dr. Philip E. Bailey or any Animal Clinic of Rockbridge associate veterinarian to perform such and to administer any drugs, anesthetics and treatments that may be deemed therapeutically and/or diagnostically necessary or appropriate for the care of my animal.  I understand that no guarantee of successful treatment is made or implied.  I accept financial responsibility for the treatment of the above named animal and understand that payment in full is due upon release of the animal from the hospital or when service is otherwise terminated.  I understand that in the case of a spay or neuter that the sterilization process is irreversible.  I certify that I have read and fully understand this authorization for medical and/or surgical treatment, the reason why such medical or surgical treatment is necessary, as well as its advantages and possible complications, if any.  I hereby release the Animal Clinic of Rockbridge, Dr. Philip E. Bailey, associate veterinarians, and their assistants from any and all claims arising out of or connected with the performance of such treatment.
    ______________________________________________
       __________________

   Owner or Agent Signature




 Date
