
Administering Medication Waiver

Lake County Petsitting will administer medication to your pet. All
medications must come in the original bottle from your Veterinarian. If
your pet is aggressive during medication administration we reserve the
right to refuse administering medication to your pet and you will be
notified. If your pet requires a pill pocket or any other items to take
medication(s), you the owner must provide these items.
(Ex. cheese, peanut butter). Lake County Petsitting will not reuse any
insulin needles. All needles will need to be prefilled with necessary
dosage amount for each injection. (Used needles will be
returned to customer).
You will acknowledge, by signing this form you or your representatives
agree not to hold Lake County Petsitting  responsible for any adverse
effects to your pet as a result of medication
administering while in the care of Lake County PetSitting.  By signing
this form, you also acknowledge that you understand and accept the
terms and conditions set forth by this agreement.

Client’s Signature:
_____________________________________________________________
Date________________
Lake County Petsitting Staff Signature:
__________________________________________________Date:_______
_________
Dogs Name:
______________________________________________________________
____________________________
Please list all medication names:
______________________________________________________________
_____



______________________________________________________________
___________________________________________
Please state dosage amount:
______________________________________________________________
__________
______________________________________________________________
___________________________________________
Please state dosage times:
______________________________________________________________
____________
Please state what medication is prescribed for:
__________________________________________________
______________________________________________________________
___________________________________________
Dates Medication is needed: ____/____/____ through ____/____/____ (or)
indefinitely


