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HOSPICE CARE CONSENT FORM
Owner's/Agent's Name _____________________________________________ 

Address:_____________________________________City/State___________________ Zip______
Phone: (____) ________________ E-Mail _______________________________________________
How did you hear about us?  _______________________________________________________________ 

Pets Name: ______________________    Dog____ Cat____

Breed: ____________________ Colors:______________ Age: _________  Weight:_____

Sex: M  /  F     Neutered /Spayed: Yes / No
Primary Veterinarian/ Hospital Name _________________________  Phone: ___________ 

Has your pet seen any other veterinarians within the last 3 years?  Yes/No

Hospital Name ___________________________________  Phone: _____________

Authorization for Hospice Care Treatment

I certify that I am the legal owner/authorized agent for the owner of the animal described above and do hereby give Dr. Sabrina Wright-Myers, Loving Goodbyes, and any authorized agents, staff, or representatives full and complete authority to examine, prescribe for and/or treat (“hospice care”) the above-described pet.  

I agree that Dr. Sabrina Wright-Myers, Loving Goodbyes, and any authorized agents, staff, or representatives shall not be liable for any direct, indirect, or consequential damages resulting from such hospice care.

I understand hospice care is focused on preserving quality of life for as long as possible and is NOT focused on curing medical conditions or providing routine veterinary care, surgical care and/or emergency treatment/transport.  
I assume full responsibility for the actions of the companion animal described above and all charges incurred during his/her hospice care.  I also understand all professional fees are due at the time hospice care rendered.

I have carefully read and fully understand the above provisions.

Owner/Agent Signature 





Date
Pet's Name_______________
Primary Caregiver's name:___________________

Other Caregivers:_________________________________________________________________

How many hours will you pet be left home alone per day? ___________________________

What are your primary concerns:_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Goals from today's session:_______________________________________________________________

_____________________________________________________________________________________

Medical History:___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Medications:_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Diet: (what, how much, etc.)__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Are you interested in euthanasia and/or natural death when the time comes? Please explain all family members views.________________________________________________________________________

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please explain you support system. __________________________________________________________________________________________________________________________________________________________________________

Do you have any questions that you would like to ensure we cover?___________________________________________________________________________________________________________________________________________________________________

Loving Goodbyes

PO Box 3247  Auburn  CA  95604

530-888-1136


