
 
 

Chesapeake Animal Hospital 
Client Information 

 
OWNER________________________________________________________________ 
               Title                      Last                          First                                       Spouse 
ADDRESS______________________________________________________________ 
                           Street                                        City                      State                 Zip 
TELEPHONE____________________________________________________________ 
                               Home                               Work                                     Cell 
E-mail Address___________________________________________________________ 
 
EMPLOYER_____________________________________________________________ 
                                    Name                                                   Address 
IN CASE OF EMERGENCY CONTACT (OTHER THAN YOURSELF) 
 
          Name (relationship)                           Primary Phone                       Other phone 
HOW DID YOU HEAR ABOUT US?               Please circle one: 
Yellow Pages     Sign     Internet      Other_____________ Friend/Relative________________________ 
 

Patient Information 
NAME_____________________BREED______________________COLOR_________ 
SEX_______NEUTER/SPAY     BIRTHDATE_________________ 

 
Vaccination/Health History (DATES) 

CANINE                                                          FELINE 
DA2PP_______________LEPTO____________       FVRCP_____________________________ 
BORDATELLA__________________________       LEUKEMIA_________________________ 
RABIES______________LYME_____________      RABIES____________________________ 
FLU______________DENTAL______________      FELV/FIV TESTED (DATE)___________ 
HEARTWORM___________FECAL_________      FECAL_____________________________ 
Does your pet have any allergies to any medications or vaccines?   NO      YES 
If YES….please explain:___________________________________________________ 
Does your pet have any chronic illnesses?______________________________________ 
LIST MEDICATIONS YOUR PET IS CURRENTLY TAKING. (include heartworm 
prevention and flea control)_________________________________________________ 
 
By signing this form, I declare that the above information is correct and current to the best of my 
knowledge.  I am the owner or responsible party for the patient named above, and I agree to pay 
for all examinations, treatments, procedures, diagnostics, medications, or other services 
administered to the patient at the time they are rendered. 

FULL PAYMENT IS DUE AT THE TIME SERVICES ARE RENDERED 
We accept the following forms of payment: 

CASH, CHECK, VISA, MASTERCARD AND AMERCIAN EXPRESS 
WE DO NOT BILL 

 
___________________________________________     ______________________________________ 
OWNER/AGENT/RESPONSIBLE PARTY                 DATE 


