


Authorization for Veterinarian Care and Treatment

Should my pet(s) require medical attention while under the care of 
Camp 4 Dogs, I authorize any necessary treatment.  I will be responsible for the total payment of all Veterinary services to my pet(s).


Dog(s) Name _______________________________________________________

Owners Name ______________________________________________________
Address _____________________________________________________________
Phone Number _____________________________________________________

Vet/Hospital Name ________________________________________________
Address _____________________________________________________________
Phone Number _____________________________________________________

Exclusions _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Emergency Contact ____________________________________________________________

Please Note: In the event of an emergency, Camp 4 Dogs will make every attempt to contact your Vet.  Should your Vet not be available after hours, on weekends, or Holidays, we will transport your pet(s) to the nearest emergency Vet hospital for treatment and care at the discretion of the vet on duty at the time.


Owners Signature ________________________________   Date ________________

Printed ____________________________________________
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