
      DOG           CAT           MALE           FEMALE       

NAME OF ANIMAL: BREED:

COLOR:                                                                AGE:                  WEIGHT:

PLEASE TELL US WHY YOU REQUIRE FINANCIAL ASSISTANCE:



PLEASE READ AND INITIAL:

GENERAL SPAY/NEUTER PROGRAM APPROVED APPLICANTS w i l l  re ce ive  a  vo u ch e r  t o  be  ap-
p l i ed  towards  the  cos t  o f  spay/n e u te r  su rg e r y :  $ 200  fo r  a  ca t ,  o r  $ 3 00  fo r  a  dog .  The 
voucher  i s  va l i d  fo r  one  year  f ro m th e  d a te  o f  a p p rova l .

LOW INCOME APPROVED APPLICANTS mu s t  co mmi t  to  p ay in g  a  min imu m co -p ay  o f  $ 160 
towards  a  ca t ’s  su rger y  o r  $200  fo r  a  d o g ’s  su rg e r y .  Co n t r ib u t in g  mo re  th a n  t he  mi n-
imum he lps  sus ta in  our  p rogram.  P l ea se  in d ica te  th e  a mo u n t  yo u  w i l l  p ay  in  the 
space  be low.  I  unders tand  I  w i l l  re ce ive  a  vo u ch e r  cove r in g  th e  ch a rg es  fo r  t he  pet ’s 
p re-surg ica l  exam and  rou t ine  sp ay/n e u te r  p ro ce d u re  min u s  th e  min imu m copay  o r 
con t r ibu t ion .  The  voucher  i s  va l i d  fo r  o n e  yea r  f ro m th e  d a te  o f  a p p rova l .   A ct i ve 
u t e r u s  s u rc h a rg e s ,  a d d i t i o n a l  m e d i c a t i o n s  o r  e x t ra o rd i n a r y  p ro c e d u re s  a re  n o t
c ove re d  a n d  a re  t h e  f i n a n c i a l  re s p o n s i b i l i t y  o f  t h e  p e t  ow n e r .

I  w i l l  contr ibute  $              for  my  pet ’s  care  ( p a y  d i re ct l y  t o  t h e  ve t e r i n a r y  c l i n i c ) .

CERTIFICATION: I  ce r t i f y  tha t  I  am a t  l ea s t  18  yea r s  o f  a g e  a n d  th a t  th e  in fo r ma t ion  I  have 
p rov ided  i s  t rue  and  cor rect  to  the  bes t  o f  my  kn ow l e d g e .  I  u n d e r s ta n d  th a t  my  app l i ca t i on 
must  be  approved  befo re  mak ing  an  a p p o in tme n t  fo r  th e  sp ay  o r  n e u te r  p ro ce d u re .  My  pet 
w i l l  rece ive  care  f rom a  l i censed  vete r in a r ia n  w h o  may  re q u i re  a d d i t i o n a l  t es ts  and  vac-
c ines .  I t  i s  my  respons ib i l i t y  to  pay  fo r  th ese  a d d i t i o n a l  co s ts .  I  u n d e r s ta n d  th e re  a re  r i sks 
i nvo l ved  in  med ica l  p rocedures  and  su rg e r y .  I  a cce p t  th ese  r i sks  a n d  a g re e  to  fo l l ow  any 
care  ins t ruct ions  p rov ided  by  the  ve te r in a r ia n .

PHA U SE  ONLY
Reviewed by:   

APPROVED           DENIED   
GENERAL GRANT  AMOUNT $
(applied toward surgical cost)   

 Date: - OR -

LOW INCOME SPAY/NEUTER COST  AMOUNT $
(exam/surgery cost minus co-pay)

Date operation was completed:

Invoice#

Date Paid:


