
 

NEW CLIENT INFORMATION FORM 
09/15/2005 

Chesapeake Veterinary Dermatology Associates, LLC 

Date: _______________________________ 

Owner Information 
Last Name: ____________________________________ First Name: _________________________________ 

Last Name: ____________________________________ First Name:__________________________________ 

Address: ______________________________________ City: _______________________________________ 

State ___________________Zip Code:______________ Email: ______________________________________ 

Home: ________________________Cell: _________________________Work: _________________________ 

Fax __________________________Others:______________________________________________________ 

Drivers License #: __________________State: _______Expiration: ______Social Security #: _______________ 

Pet Information 

Pets Name: ________________________________Date of Birth or Estimate of Age: _____________________ 

Species: ______________________Breed: ____________________________ Color: ____________________ 

Sex:   Male  Neutered  Female  Spayed  

Is this your pet’s first visit to Chesapeake Veterinary Referral Center? Yes  No  

If no, please give date and service last seen. Date:______________________ Service: __________________ 

Referring Veterinarian Information 
Doctor’s Name: _________________________________ Hospital Name: ______________________________ 

Address: ______________________________________________City: ________________________________ 

State: ___________  Zip: _________Office Phone: ______________________ Fax: _____________________ 

Chesapeake Veterinary Dermatology Associates specializes in the treatment of allergies, ear and skin disease 
only. If your pet has any other medical or surgical needs, you should consult with your regular veterinarian. 

We are leaders and teachers in the veterinary medical field. Thus case information and/or photos may be used in 
teaching, forms, continuing education, website, veterinary literature, and the like. I authorize the release of 
case/patient information for such purposes: patient confidentiality (names withheld) will be maintained. 
All fees are due upon release of your pet. We accept Visa, Matercard, Discover Card, American Express, Carecredit, Debit 
Card, Cash or Personal Checks. Any medication, antigens that are mailed or picked up after hours will need to be prepaid by a 
credit card. 

__________________________________________________________________________________________ 
 Signature of owner or responsible agent Date 

 

PLEASE RETURN THIS FORM TO THE RECEPTIONIST UPON COMPLETION. THANK YOU! 
 

 Employee Initials ________  


