
Vaccine Authorization Form 
 
Client:________________   Patient: ________________________   
 
Client Emergency Contact Number: __________________________________________ 
 
Please Check All Vaccination/Diagnosits to be performed today: 
K9 Vaccines          

Rabies  1 Year 3 Year       
Bordetella 3-4 Week 1 Year Injectable Oral    
Distemper 3-4 Week 1 Year 3 Year     
Lepto 3-4 Week 1 Year       
Lyme 3-4 week 1 Year       
Flu  3-4 week 1 Year        

Feline Vaccines 
Rabies 1 Year         
FVRCP 3-4 Week 1 Year       
FELV 3-4 Week 1 Year       

 
Diagnostics     Do you need Heartworm/Flea & Tick Prevention 

K9 Heartworm Test    Yes  No 
Feline FELV/FIV Test    What Brands: ____________________ 
Annual Fecal Test     How Many Doses: _______________ 
Bi-Annual Fecal Test (required every 6 months for boarding patients) 

 
Any additional problems/concerns you would like the doctor to address today? 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
_____________________________________________________________________________. 
By signing this document I agree that the information provided above is correct to the best of my 
knowledge, I am at least 18 years of age, and I am both legally and financially responsible for the 
aforementioned pet or an authorized agent for the pet owner.  I permit the staff of Paw Prints Animal 
Hospital to examine, diagnose by way of performing pertinent tests, and treat my pet.  I understand that 
any recommendations for services as well as any updates on my pet's status will be communicated to me 
by way of the phone number listed on this form.  If I am unreachable I authorize the staff of Paw Prints 
Animal Hospital to make a medical judgement and proceed with diagnostics or treatments as pertinent to 
my pet's condition.  I understand that I am financially responsible for said services and will pay in full at 
the time of my pet's discharge from the hospital. 
 

Please check one below: 
In the event of complications in my pet's condition, I authorize Paw Prints Animal 
Hospital to take the appropriate measure in attempt to save my pet and I agree to be 
financially responsible for the charge.  Please Resuscitate   
In the event of complications in my pet's condition,   Do Not Resuscitate. 
 
Client or Authorized Agent: ____________________________ Date:_____________ 
     Signature 


