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ANIMAL MEDICAL CENTER OF CASCADES
DAY GROOMING CONSENT FORM
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This form is to help us keep your pet current on vaccinations and other
services required for boarding and grooming in our facility.
Owner’s Name: ___________________________________   Date: ____________________________
Pet’s Name: ______________________________________  Weight:__________ Chart#___________

Phone number(s) where you can be reached ______________________________________________

Grooming Instructions:



























Shave Authorization:  YES / NO     (Please circle)
Matted Pet Release:
Thick heavy matting can cause bruising, redness, and/or scratches on the skin.  Please be advised that they are caused by the mats and not our Groomer; please initial to document your understanding.

Owner’s initials: ____________ Date: ____________
Please answer the following questions to help us keep your pet healthy:
-Diet ____________________________    Amount ____________________

-Any health concerns, coughing, sneezing, vomiting, and/or diarrhea?   Yes / No
  (Please circle symptom if applicable & explain) 

-Is your pet currently on flea and tick prevention?   Yes / No
What kind? 




   Refill needed?   Yes / No     (circle)   Single(s)__ / 6months / 1year
-Is your pet currently on heartworm prevention?   Yes / No
What kind? 



 
   Refill needed?   Yes / No     (circle)   Single(s)__ / 6months / 1year
-Is your pet on any medications/supplements?  










-Is your pet indoor / outdoor / both? 
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Staff initial: ___________
PAYMENT POLICY

Payment is due at the time services are rendered.  We accept Cash, Check, Visa, MasterCard, Discover and Care Credit.  AMC does not extend credit and you are responsible for all fees.  Deposits are required for extensive medical and surgical treatments that require hospitalization.

FINANCIAL RESPONSIBILITY AGREEMENT

Payment is due at the time services are rendered.  I understand that if this balance is not paid in full at that time, I will be responsible not only for the balance due but any collection and/or reasonable attorney fees that are incurred in the attempt to collect this debt.
_____________________________

_______________________________

______________

Print Name



Signature of responsible client/agent

Date



The following are other vaccinations & lab work 


that can be done while your pet is staying with us.


(Optional) (If highlighted it means pet is due)


( Lyme		( Leucat		( Influenza	


( Leptospirosis				( Bloodwork


( Heartworm/Lyme/Ehrlichia/ANA Test	( Urinalysis  














The following are vaccinations that are required for 


all patients’ staying in our facility.





( Wellness Exam (within 6 months)  ( Rabies	


( Bordetella			       ( Deworming (within 6 months)


( DAPP/RCCP			       ( Fecal Test (within 6 months)











