WHITE MOUNTAIN ANIMAL HOSPITAL
1939 West White Mountain Blvd.
928.368.8425
Owner’s Name___________________________________________ Date___________

Pet’s name______________________________________________________________

I am the owner/authorized agent of the above named animal and have authority to grant this consent. I hereby authorize the following procedure(s):

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

While under anesthesia it is an opportune time to do other procedures. I authorize:
MICROCHIP I.D: Yes_____ No_____ TOENAIL TRIM: Yes_____No_____

PRE-ANESTHETIC SCREEN: Yes__​​____No______ Initials__________ $____________

As a precaution, to help us avoid any anesthetic complications due to concurrent medical problems, old age, or chronic degenerative conditions, we recommend a pre-anesthetic laboratory screen (blood test) of the major organs/systems. If you elect to have a pre-anesthetic screen done before anesthesia, please initial.

PAIN MANAGEMENT: Yes______No______ Initials__________ $____________

We believe that pain relief is very important in both humans and animals, and that is why we specialize in pain-free procedures.

LASER SURGERY: Yes______No______ Initials__________ $____________

We now offer laser surgery. It provides less pain, less trauma, and a quicker recovery.

▫ ▫ ▫ ▫ ▫ ▫ ▫ ▫ ▫ ▫ ▫ ▫ ▫ ▫ ▫ ▫ ▫ ▫ ▫ ▫ ▫ ▫ ▫ ▫ ▫ ▫ ▫ ▫ ▫ ▫ ▫ ▫ ▫ ▫ ▫ ▫ ▫ ▫ ▫ ▫ ▫ ▫ ▫ ▫ ▫ ▫ ▫ ▫ ▫ ▫ ▫ ▫ ▫ ▫ ▫ ▫ ▫ ▫ ▫ ▫ ▫ ▫ ▫ ▫ 

I also authorize the use of such anesthetics as you deem advisable and agree to hold White Mountain Animal Hospital/Doctors/Staff harmless from and against all liability arising out of the performance of any of the procedures referred to above. Hospitalized animals, after regular hours, are not continually monitored by trained personnel. Medications can be filled at other pharmacies. 

PAYMENT POLICY
Payment is required at the time services are rendered unless other arrangements are made. We accept cashiers checks, money orders, Visa, Master Card, Discover, Care Credit, and cash. If you need an estimate, please indicate this to the staff or doctor and we will be happy to provide you with one. 

Estimate requested: Yes_____No_____

I have read and understand the above.
______________________________________     _______________________________

Signature of the owner/responsible person           


Phone number where responsible person can be reached today











