MAUMEE VALLEY VETERINARY CLINIC P.C.
David F. Nahrwold, D.V.M. 260-632-6882

We have | | scheduled for a procedure requiring anesthesia on |[ ], [ ] 2020.

All general anesthesia carries a certain amount of risk AND is usually the most important of any surgery or procedure. We take more
precautions that many clinics by including in your price the following:
- an EKG to detect heart rhythm problems in your price
- asimple PCV and Total Protein level that can detect dehydration indicating the need to IV fluids during surgery, and protein
levels that could affect healing.
- ACBC (complete blood count) to rule out anemia, infection, and low platelets.
- Wealso include pain management that you have to pay extra for at most clinics.

SAFETY AND COMFORT ARE A PRIORITY FOR OUR SURGERY / DENTAL PATIENTS

Other precautions are listed below in the box for your consideration. These are optional, but are HIGHLY recommended for the best
possible service and outcome for your pet. If you have any questions about any of these recommendations, feel free to call our office to
talk to us, or you can wait until you arrive on surgery day.

INSTRUCTIONS:

- Please check the box of your choice below indicating your preference of options to make the anesthesia as safe as

possible. Sign the bottom and bring the top page when you bring your pet for admittance.

- Do not allow any eating past 6 PM the night before surgery. Water is fine.

- Try to arrive at the clinic between 8AM-8:15 AM unless other time arrangements have been made in advance.

ESTIMATE OF CHARGES:

Surgery or Procedure:I |( pain medicine included) $

Other Services requested | |

MINIMUM SAFETY CBC PRETESTING PANEL and Total Protein level.................. included
(Checks for infection, low platelets for bleeding problems, anemia, and dehydration)
. P _ EKG (Checks for heart rhythm ProbIEMS)...........oiiiiiiiieie e included

Don’t forget to
check the appropriate
box to let us know what
ou choose to make
our pet's anesthesia
and procedure
Safe As Possible
We recommend the
ighlighted options

Please check: IZ[ > [ 1 prefer using the doctor’s discretion using the highlighted recommendations below:
11 prefer to check the options of mv own choosina as indicated below:

Please check []

Yesd No [ Heartworm Test (required in dogs > 6 mos old, unless done within last year)
YesO No[I Leukemia / FIV/ HW required in cats if not done before)

w N 4 . .

Yes[d No[DO 911 MicroChip $29.99 ........cceveierriiiiiieiesissieie e
Total Estimate:
TOTAL ESTIMATE

Owner Permission and Release

You are to use all reasonable precaution against injury, escape, or death of my pet. | understand that all anesthesia and surgery involves
some minimal risk to my pet, but you will not be held liable or responsible in any manner whatever or under any circumstances in connection therewith
as it is thoroughly understood that | assume all risks. The nature of the procedure(s) and pre-anesthetic testing have been explained adequately to
me, and no guarantees have been made as to the results or cure. | have read and initialed my choices regarding pre-anesthetic testing and pain
management.
| understand that pre-anesthetic workup does not guarantee the absence of anesthetic complications, but certainly minimizes it

| agree to pay, in full, for the services rendered, including those deemed necessary for medical or surgical complications or
unforeseen circumstances. | will pay by:

O Cash O Check O Visa MasterCard KO Discover Card 0] Care Credit

I understand that any unpaid bills will incur a $5 monthly billing fee and 1.5% monthly interest on any outstanding balance. | understand that responsibility for
payment for services provided in this clinic is mine due a payable at the time services are rendered unless financial arrangements have been made in writing. | the
event of default, | promise to pay such collection costs, including certified mailings and reasonable attorney fees as may be required to effectively collect the debt. In
the event that a check is returned due to insufficient funds, a $25 fee will be applied to your account.

Signature: Date: | | Phone # you can be reached at| |
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