Client #:
Date:

TREATMENT AUTHORIZATION

l, authorize to authorize

treatment for my pet , as seen to be needed by the veterinarian

on duty at Capitola Veterinary Hospital and agree to pay for services rendered.

Phone number where | can be contacted:

Phone number of caretaker of my pet:

Dates that my pet will be with caretaker:

Signature Date

1220-H 41" Avenue Capitola Veterinary Hospital 831-476-7387
Capitola, CA 95010 www.capitolaveterinaryhospital.com capvet1@gmail.com
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