
Health Certificate for Shands Jacksonville 
Volunteer Pet Therapy Program 

 
Volunteer Name ________________________________________________________________ 
 
Address _______________________________________________________________________ 
 
Home Phone Number _____________________ Work Phone Number _____________________ 
 
Dog’s Name ______________________  Age __________  Sex ________  Breed____________ 
 
Color _______________________  Date of last examination ____________________________ 
 
 
 

To Be Filled Out By Veterinarian 
 
This is to certify that the dog described above was examined by me on the date indicated 
and found to be free from symptoms of infections, contagious or communicable disease 
or known exposure there to, and that DA, LPP vaccines were given within the last year, 
rabies vaccine within the last 2 years and a negative fecal exam was performed in the last 
year. 
 
 
_____________________________________________ 
Veterinarian Signature 
 
Address ________________________________________________________________ 
 
Phone __________________________ Florida License Number ___________________ 
 
 
NOTE OF GOOD TEMPERAMENT FROM VETERINARIAN: 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
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