
WILLOWCREEK ANIMAL HOSPITAL, PC
JOHN COPLIN, D.V.M.    JANET KERSHNER, D.V.M.
CASEY WATT, D.V.M.    DAKOTA CAMERON, D.V.M.

796 IONA ROAD
IDAHO FALLS, ID 83401

(208) 529-4081

SURGERY AUTHORIZATION

OWNER: PATIENT:  ID# 
ADDR: SEX:  

 
 

BREED:
COLOR:  
AGE:

PHONE: 
CLIENT ID: 

Temperature   ________  Pulse   ________   Respiration   ________   Weight   _________

Date: 

I, __________ being responsible for the above described animal, have the authority to grant my consent to receive, 
prescribe for, treat and/or operate on my pet. I understand the surgery or treatment contemplated is: ___________

You are to use all reasonable precautions against injury, escape, or death of my pet, but you will not be held liable or 
responsible in any matter in connection therewith as it is thoroughly understood that I assume all risks.  All charges, 
including boarding cost, shall be paid upon release from the hospital. If the animal is not called for within 3 days after the 
time specified for return, and if the doctor is not notified in writing of alternate date within the 3 day period, the animal will 
be considered abandoned and may be disposed of as the doctor sees fit. It is understood that this does not relieve me 
from paying for all costs of your services including the cost of boarding and any additional charges that may occur.

I   accept  decline  Dr's Discretion the Pre-OP blood work.  I am aware of the additional costs associated with
this procedure.

I  accept  decline  Dr's Discretion the pain medicine.  I am aware of the additional costs associated with this
procedure.

Is your pet currently on any medications:  NO  Yes:___________________________________________________
Is your pet current on vaccinations?   NO  YES.
If not current, would you like them vaccinated at this appointment?  NO  YES, they are due for:_________________

I request the following add-on services to be performed with my pet's procedure:
 E-collar     Microchip      Anal gland expression

Please choose one of the following for dental procedures:

 I permit the extraction of any teeth as the Dr. deems necessary.  Wolf Teeth (Equine Only)

  I wish to be notified before the extraction of any teeth.
 I can be reached at this phone number this morning __________________

** If you can not be reached at this phone number, the doctor will perform the procedure that is medically 
necessary for you animal and you will be responsible for the charges.**

Signature:__________________________________________________________________

Owner's Name: ________________________


