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Request for veterinary consent for Galen Myotherapy Treatment.

	Date:


	Veterinary practice:


	Veterinary surgeon:



	Practice Stamp:



	Requesting Galen Myotherapist:  Alison Wagner


	Contact number:  07932 656 781             Email: alliwagner@gmail.com


	Professional Indemnity and Public Liability Insurance: Balens




	Dog’s name:


	Handler or owners name:


	Registered address:


	Contact number:                                       Email: 


	Reason for treatment:
[bookmark: _GoBack]


	Veterinary diagnosis / relevant pre-existing conditions:






I consent to Alison Wagner performing Galen Myotherapy treatment, soft tissue manipulation and other massage techniques including passive movement exercises where appropriate, for soft tissue; specifically, muscular conditions on the above named dog.

Subject to consent, please indicate how you would like to receive the subsequent treatment report:

Written report:   yes/no	Verbal report:   yes/no	Email report:   yes/no


I understand that by giving consent I am not responsible for any Galen Myotherapy treatment given and the provision of professional indemnity insurance is the responsibility of Alison Wagner.



Signed: ……………………………………  M.R.C.V.S	  Date: ……………………………………..
Veterinary Surgeon



Please return the signed consent form to alliwagner@gmail.com or to
Alison Wagner. 25 Mulberry Way, Heathfield, East Sussex TN21 8YN
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