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Client Registration Form
Thank you for giving us the opportunity to care for your pet(s)!  Please take a few minutes to fill out this form as completely as you can.  If you have questions we’ll be glad to help you.  We look forward to working with you in maintaining the health of your loved ones!

Owner’s Name_____________________________________________________________________________

Address___________________________________________ City_______________ State______ Zip_______

Home Phone____________________ Cell Phone____________________ E-mail________________________

Employer____________________________________ Work Phone___________________________________

Co-Owner’s Name__________________________________________________________________________

Address___________________________________________ City_______________ State______ Zip_______

Home Phone____________________ Cell Phone____________________ E-mail________________________

Employer____________________________________ Work Phone___________________________________

Emergency Contact___________________________________ Phone________________________________

How did you learn about our clinic?

( Yellow Pages
( Drove by
( Other_____________________________________________________
( Personal Referral (Whom may we thank?)_____________________________________________________

Payment Policy/Authorization
Big Sky Animal Medical Center requires that all fees are paid at the time which services are rendered.
I hereby authorize the veterinarian to examine, prescribe for or treat my animal(s).  I assume responsibility for all charges incurred in the care of this animal.  I also understand that these charges will be paid at the time of release.  We will gladly prepare a written estimate of service fees if you desire (please ask the receptionist).  Several convenient payment options are available including cash, check, Visa, MasterCard, Discover, American Express and Care Credit.  Photo identification will be required for all check payments.  A deposit is required for surgical or major medical cases.  Should a collection agency be required due to payment default, I understand that I am responsible for all collection costs, including attorney fees.  Please indicate choice of payment:


( Cash
( Check
( Credit Card

( Care Credit

Signature__________________________________________  Date_____________________
5101 N. Star Blvd.


Great Falls, MT  59405


406-761-8387








