Release Form
	I hereby consent and authorize you, Doctor Wolfe, to receive, prescribe for, treat, or operate upon <animal>. You are to use all reasonable precautions against injury, escape, or destruction of the animal(s), but you will not be held liable or responsible in any manner whatever, or any circumstances, on account of the care, treatment, or safe keeping of the animal(s) above described, or otherwise in connection therewith, as it is thoroughly understood that I assume all risks. I understand that there is no guarantee of a successful outcome with any medical or surgical treatment.
 	If during treatment or surgery it appears that the final fee will exceed 20% above the maximum of the range quoted in this treatment plan, I will be contacted by telephone to verify that I want to proceed with further treatment or surgery. In the event that I can’t be reached immediately at the number(s) provided below, treatment and/or surgery will proceed until I can be contacted. I will be responsible for any additional fees that may be charged as a result. 
	Written notice will be mailed to the address below to remove the animal(s). five days after such written notice, the animal(s) will be considered abandoned and may be disposed of, or destroyed, as you deem best, and it is understood that your so doing does not relieve me from paying all costs of your service and the use of your clinic, including cost of keeping.
	I have read the foregoing and agree.
Phone number where you can be reached today  _______-________
Would you like to be notified when your pet’s procedures are done by text, phone, or e-mail?_______
If I cannot be reached, for any reason, I give Dr. Gail Wolfe permission to perform any medically appropriate procedure necessary and agree to be billed for it. 
				_____________________
                                                          Owner’s Signature
· I would like <animal> to receive Phovia fluorescent light therapy on his/her incision to speed healing.        
            _______ Yes                  _______No

· I would like an Identification Microchip inserted in <animal> while he/she is under anaesthesia
_______ Yes 		_______ No
· I would like <animal> to receive a pre-operative pain injection to prevent post-operative pain
_______ Yes 		_______ No
· I would like to have <animal>’s nails trimmed during the surgery.

_______Yes 		_______ No
· I would like to <animal> to be checked for intestinal parasites if a sample can be obtained.
_______ Yes 		_______ No
· I certify that <animal> has not had anything to eat for the last twelve hours.
_______ Yes		_______No

_________________________________________________
Owner’s Signature					Date
