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HOSPITAL ENTRY / DENTAL CONSENT 
 

OWNER’S NAME_______________________________________ DATE____________________________ 
 

ADDRESS______________________________________________________________________________ 
 

HOME#_______________________WORK#__________________CELL#__________________________ 
 
PHONE # WHERE YOU CAN BE REACHED TODAY ___________________________________________ 
 

PET’S NAME__________________________________BREED____________________________________ 
 

COLOR_____________________AGE______________SEX_______________WEIGHT________________ 
 

“Our hospital policy is that we treat your pet as if it were our own”  
 

Has this pet received any food or water since 9:00 pm last night? NO__ YES__ If yes, please inform the 
receptionist. 
 

Is this pet currently on any medications? No_______ If Yes, please list _______________________________ 
 

Has this pet ever bitten, scratched, or shown aggression toward anyone in any situation?  
 

No______ If Yes, please explain______________________________________________________________ 
 

Does your pet prefer (please circle)…              DRY                           CANNED    …food? 
 

What brand of food do you feed your pet?________________________ How much?_________________________ 
 
Anything beyond a basic cleaning can be expensive. Extractions can cost from $12 to $180 per tooth.  
In the event that dental extractions, minor dental surgery or dental x-rays are discovered to be needed during 
my pet's dental cleaning, I authorize the following (Please circle and initial only one option) 
 

1) I authorize the veterinarian to do any extractions, x-rays, or procedures deemed necessary while my pet 
is under anesthesia. Please initial_________ 

 

2) Please attempt to contact me if anything additional is needed but proceed if I am not available. Please 
initial___________ 

 

3) Please contact me regarding any additional procedures. If I am not available, do not proceed. I 
understand this may mean my pet will require an additional procedure under anesthesia at a different 
time. Please initial__________ 

 

Please list any additional services requested: ___________________________________________________ 
 

_______________________________________________________________________________________ 
I understand the explanation you have given to me of the nature and purpose of the treatment, the risks 
involved, and the possibility of complications. I acknowledge that no guarantee has been made to me as a result 
of this procedure. 

PAYMENT IN FULL AT THE TIME OF DISCHARGE IS EXPECTED 

If any pet is not claimed within several days after the time specified for discharge and if the doctor is not notified in writing of 
an alternate date within the seven day period, the pet will be considered abandoned and become the property of Limerick 
Veterinary Hospital. LVH will decide what is in the best interest of the pet and its future. Abandonment of any pet does not 
relieve the owner/responsible party from any bill that may have been incurred for services/procedures performed on the pet 
after admittance to the point of abandonment.  
Should it be necessary to assign this account to a licensed collection agency or attorney, the owner/responsible party agrees 
to pay all subsequent collection and/or legal fees. 
 

I, being responsible for the above described animal, have the authority to grant you my consent to 
receive, prescribe for, treat and operate upon my pet. 

 
_______________________________________                                    ________________________ 
             Owner or Responsible Party                                                                      LVH Representative        
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