
Date: __________________          Referring Hospital: _________________________________________ 

Pet’s Name: ___________________________          Client’s name:  _______________________________ 

Pet’s DOB:  _____________          Breed: ________________          Sex:     Male    /    Female        Neutered:     Yes    /    No  

 
______      This document acknowledges that I have been informed by Dr. _________________ that my pet is  

suspected to have a mass located ____________________________. I have been informed of the 
treatment options, including surgery. 

 
______      I elect and consent for _______________________________________ surgery to be performed on 

      my pet by Dr. Krista Adamovich, DACVS-SA. 
 
______      Surgery will be performed on the following location (with margins deemed the most appropriate for my pet).  

      (Circle & Initial) _______________________________________ 
 

______      I understand the risks associated with this procedure may include: anesthetic risk, hemorrhage (bleeding), 
infection, wound healing complications, a diagnosis consistent with cancer, spread of cancer, narrow or 
incomplete excision leading to recurrence & death. 

 
______      I understand that successful outcomes require proper home care and restrictions.  
 
______      I understand that no guarantees are being made regarding the outcome.  
 
______      I understand that in order for the best recommendations to be made for continued care of my pet post -surgery, 

this requires submission of the mass for biopsy upon removal. I also understand that based on these results, a     
referral for consultation with a specialist in oncology or internal medicine may be advised.  

 
______      I consent for photographs and videos to be obtained of my pet for use by Roam ATX Veterinary Surgery for case 

      presentations, monitoring, and/or website or social media.      CIRCLE ONE:    YES    /    NO 

 
I hereby grant permission for my pet to undergo surgery performed by Dr. Krista Adamovich, DACVS-SA. 
 
____________________________________   _________________________   _______________    
Client’s Signature        Client’s Phone Number           Date 

roamV E T E R I N A R Y

S U R G E R Y

ATX Surgical Consent & Authorization 
Mass Removal


