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CASE NO
)_______________________________________________________

HOSPITAL PATIENT
CONSENT FORM


OWNER:                                             HORSE:                                                 .  

To be completed and returned to us or to accompany the horse on arrival:
 (
Owner/Trainer _______________________________
Address 
____________________________________
___________________________________________                
Postcode: ___________________________________
Tel Home____________________________________
Tel Mobile ___________________________________
Email _______________________________________
) (
Horses Name ____________________________________
Breed 
/Use
_________________ Colour _______________
Aged ______________    Mare/Filly/Gelding/Colt/Stallion
Procedure   
 ____________________________________
Vaccinated    No/Yes      Flu/
FluTet
/
Tet
Insurance Company ______________________________
Items Left ______________________________________
)

     
 (
I hereby agree to entrust to Rainbow Equine Hospital the horse described above for examination, livery and treatment, including the administration of any anaesthetic or drug considered necessary on the understanding and condition that whilst I appreciate that every care and attention will be given to my horse, neither Rainbow Equine Hospital or any member of the hospital staff nor any person employed by the hospital or our premises will be liable for the loss of or damage or injury to this horse, whether resulting from treatment or otherwise.  It must be stressed that all anaesthetics and surgical procedures involve a degree of risk to the horse.
SIGNED                                                                                                    DATE OF SIGNATURE                                                               .
PRINT 
) (
Referral Vet ____________________________________________________Vets Tel No ___________________________
Referral Vets Address _________________________________________________________________________________
Referral Vets Email ___________________________________________________________________________________
) (
ARRIVAL DATE 
______________________________________ DISCHARGE DATE __________________________________
VET IN CHARGE _____________________   Updates Required:   Daily/When Required
)
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