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Treatment Authorization 
 
 

Owner’s Name__________________________________Date____________________                  
                                                                                   
Address______________________________ City/State______________Zip_______
 
Phone____________________________
 
 
Pet’s Name____________________________________Dog_________Cat__________
 
Other (specify)____________________________Breed_________________________ 
 
Sex_______Age____________Color_________________Markings_______________ 
 
 
 
I hereby authorize the veterinarian to examine, prescribe for, or treat said 
animal.  This may include, but is not limited to x-rays, blood work, fecal 
exams, and or any other procedures that may diagnose and treat said animal. 
 
I understand the doctors(s) may need to reach me during the assessment of 
said animal. 
 
I can be reached at _____________________________________________________________ 
 

 
Signed_____________________________________________________________________ 


