White House Animal Hospital

Surgical and Treatment Permission Form

2950 Hwy 31-W, PO Box 756

White House, Tennessee 37188

672-0357

Steven E. Link, DVM      Robin Bertke, DVM      Melissa Stephenson, DVM 
Owner						Veterinarian							Date


                                                                                                DR. LINK/DR. BERTKE 





Address									zip





Telephone


Name				Breed			Sex		Age		Color			Weight








Vaccinations Current  y  n		On Medications?					Arrival Time





Surgical or Medical Procedure/ Complaint:





I Hereby authorize White House Animal Hospital, its representative, agent or employees, to perform surgery and/or other services needed on the above described animal, and do hereby release and forever discharge White House Animal Hospital, its representative, agent or employees, from all claim and demands whatsoever which I have or may have against White House Animal Hospital, its representative or employees by reason of said surgery, administration of drugs or performance of other services, and any consequences resulting directly or indirectly therefrom.


I further certify that I have ordered, or have been authorized by the owner to order the above named services and/or any further services deemed necessary by the Veterinarian in charge for the above named animal.  In any event, I accept full financial responsibility for the payment for services ordered and rendered.  I understand that any animal not called for ______________________ that the hospital shall designate for its release shall be considered abandoned by me and shall be disposed of at the discretion of the hospital.  My financial responsibility shall not in any way be altered by such disposal and my indebtedness shall include all charges made against such animal up to and including the date of, and charges for, disposal of the same.  Should it become necessary to collect this account through an attorney, the undersigned agrees to pay all costs of collection, including reasonable attorney’s fee.








Payment required when services are rendered (No Credit)


Payment Options: (circle one)


	Cash		Check       Visa/Mastercard	American Express    Discover	  Care Credit











Signed__________________________________________ 	Date________________________








