
 GROOMING INSTRUCTION FORM

Hair Bow(s)  

Brush Teeth 

De-Matting 

Ear Plucking  

Express Pickup   

____________________ 

____________________ 

Doctor Exam

Nail File/Dremel  

De-Skunking 

Furminate/De-Shed
It is our goal to provide you with the best grooming service possible.  Should we not meet your satisfaction, please contact 
management within 2 business days so we can make it right.  We will fix it as quickly as possible at no extra charge to you!

_____________________________________________________________________           _________________

Signature Date

Client’s Name ________________________________  Patient’s Name _____________________________ 

Reason for visit ____________________________________________________________________________    

Deluxe Bath Groom Instructions: __________________________________________________

Phone number(s) where you can be reached: ______________________________________________ 

Call When Ready Text When Ready Pick-Up Time Requested

Please Initial

______ All pets must be up to date on vaccinations.  Proof of vaccinations must be on file at 
the time of grooming, or they will be administered upon admission. 

______ We operate a flea and tick-free facility and in order to maintain this standard, any pet 
admitted with fleas or ticks will be treated at the owner’s expense.

______ If shaving is required to remove excess matting, please be aware that this could cause 
skin irritation, minor nicks/cuts & stress.

______ If your pet becomes extremely difficult to handle, a special handling fee of $10+ will 
apply.  If your pet shows extreme aggression towards our staff, we reserve the right to refuse 
services.

Additional Services

VCA McCormick Ranch Animal Hospital and Emergency Center
10380 N Hayden Rd  •  Scottsdale, AZ, 85258  •  480-948-3873   •  vcamccormickranch@vca.com
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