Client Information

Owner Name:                                                                                                         Date:

Address:

City/State:                                                                                 Zip:
Home Phone:                                           Cell:                                                           Work:

Email: 
Informed Consent 


Smith Mountain Lake Animal Hospital is to use all reasonable precautions against injury, escape, or demise of all patients. Neither the hospital nor the staff will be held responsible or liable under any circumstances on the account of the care, treatment, or keeping of the animal while under our hospital’s care. 
I AGREE THAT IF THE ANIMAL IS NOT CURRENT ON VACCINATIONS FOR DISTEMPER, PARVOVIRUS, FVRCP, KENNEL COUGH, OR RABIES, OR IF THE ANIMAL HAS NOT HAD A STOOL SAMPLE TESTED FOR PARASITES WITHIN ONE YEAR, THAT THESE PROCEDURES WILL BE DONE DURING HOSPITALIZATION AND/OR BOARDING. Additionally, if your animal is found to have fleas, ticks, or intestinal parasites on admission, he/she will be treated at your expense, to prevent an infestation at our hospital. 

I also understand that emergency condition may arise during the hospitalization and/or boarding which might necessitate immediate treatment and care. I consent to the administration of all treatments by the doctor deemed proper and necessary. I acknowledge that no assurance or guarantee has been made of the results of emergency treatment and that the risks and probabilities of complications exist in any surgical and medical treatment. I assume full responsibility for any treatment expense incurred. 
All charges including boarding costs shall be paid when the pet is released from the hospital. I understand that if I fail to pay the full amount that is due, I am responsible for any accumulated interest, billing fees, attorney fees and court costs. 

THIS FORM WILL BECOME A PERMANENT PART OF YOUR RECORD AND IS IN EFFECT FOR ALL CURRENT AND FUTURE BOARDING, GROOMING STAYS AND ANY MEDICAL OR SURGICAL HOSPITALIZATIONS. 
Account Holder Signature:

Date:
