SCOTT COUNTY ANIMAL HOSPITAL

115 S. 16th AvenueMERGEFIELD CLINICADDRESS1
MERGEFIELD CLINICCITYEldridge, IA  52748MERGEFIELD CLINICPOSTALCODE
MERGEFIELD CLINICPHONE  563-285-8624

	Client Name:  MERGEFIELD FULLNAME 
	Pet Name:       MERGEFIELD NAME 

	Address:        MERGEFIELD ADDRESS1  
	

	City/State:     MERGEFIELD CITY MERGEFIELD STATE    
	

	Zip Code:       MERGEFIELD POSTALCODE 
	

	Telephone:  MERGEFIELD CDESCRIPTION____|CNUMBER__|CEXTENSION  
	


    Drs Sampson, Eaton & Ewoldt
I am the owner/or the agent for the owner of the above named animal, and I have the authority to execute this consent.      

I hereby consent and authorize Scott County Animal Hospital P.C. and staff to perform the following procedures:

GROOMING
Additional Procedure(s):________________________________________
The nature of these procedures has been explained to me, and I understand what will be done. 

I have also been informed that there are certain risks and complications associated with any procedure of this type. They have been explained to me as well. I further understand that during the course of the procedures, unforeseen conditions may arise that may necessitate additional procedures or medications, for which I am financially responsible.

I understand that hospital support personnel will be used as deemed necessary by the veterinarian.

Date________   Signature:___________________________________  

Emergency Phone:___________________  Other#_________________ 

E-Mail Address:_________________________________________
Call/Text when done:_______

Health Exam Results:







Contact me by:
Phone  -  E-Mail  -  At Pickup


Will pick up at:____________
Is your pet on any medications?

YES
NO

If yes, what? last given? ________________________________ 

Ever had a seizure?


YES
NO

Staff initials: _______


