
 

LOCATIONS 

 
WWW.THEONCOLOGYSERVICE.COM 

The Oncology Service 

at Friendship Hospital for 
Animals 
4105 Brandywine Street NW 
Washington DC 20016 

 
Phone: 202-363-7300 
Fax: 202-243-7081 

The Oncology Service 

at The LifeCentre 
134 Fort Evans Road NE 
Leesburg, VA 20176 
 

Phone: 571-209-1176 
Fax: 703-738-7307 

The Oncology Service 

at Dogwood 
5918 West Broad Street 
Richmond, VA 23230 
 

Phone: 804-716-4710 
Fax: 804-482-2844 

The Oncology Service 

at RVRC 
6651 Backlick Road 
Springfield, VA 22150 
 

 
Phone: 703-451-8900 
Fax: 703-783-6318 

 

 

Client and Pet Information 
Please print legibly and fill out paperwork entirely. 

Owner Information: 

Name (Last, First):___________________________________________________________________________________ 

 Address:___________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

Home Phone:_____________________   Work Phone:_____________________   Cell Phone:______________________ 

Which is the best phone number to call for results and reminders?         HOME              WORK               CELL 

Email Address:__________________________________________________ 

Patient Information: 

Name:________________________________    Breed:________________________________ Color:________________ 

Age/Date of Birth:___________________           Sex:         F               M           Spayed/Neutered?       Y              N 

Primary Veterinary/Hospital:___________________________________________________________________________ 

Current Medications:_________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

May we use information pertaining to this patient and this case, including a photo of the patient, in our marketing 

efforts?         Yes         No  

Referring Veterinarian Information (if different from Primary): 
 
Doctor:____________________________________   Hospital:______________________________________________ 
 
 
I understand that payment is due in full at the time of service. I agree to assume financial responsibility for all charges 
incurred by this patient, and agree to pay TOS when services are rendered. I understand that TOS does not accept personal 
checks as a valid form of payment. TOS may also recover reasonable attorney’s fees and court costs incurred as a result 
of my failure to pay in accordance with this authorization. 
 
 
Signed:_______________________________________________________________ Date:_______________________ 
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