
 

 

Receipt of Privacy Practice Acknowledgement - I hereby acknowledge that a copy of Wasatch View Eye Care’s Notice of 
Privacy Practices was provided to me. I further acknowledge and understand that if I have any questions about Wasatch View’s 
privacy practices or my rights with regard to my personal health information, I may contact Wasatch View Eye Care’s contact 
person for further information as set forth.  
Signature (patient or guardian if minor)____________________________________________________Date_____________ 
 
Financial Responsibility - I, the undersigned, certify that I (or my dependent) have insurance coverage as stated above (in 
insurance information section) and assign directly to Wasatch View Eye Care all insurance benefits, payable to Wasatch View Eye 
Care for services rendered. I understand that I am financially responsible for all charges whether or not paid by insurance. I hereby 
authorize the doctor to release all information necessary to secure the payment of benefits. I authorize the use of this signature on 
all insurance submissions. I understand that service charges are assessed at 1% monthly on all unpaid balances over 60 days, with 
a minimum charge of $1.00 per month on any balance past due. I agree to pay all interest charges, collection agency cost/fees, 
and/or attorney fees and/or court costs if collection of my past due account becomes necessary. I understand there is a $40.00 
service charge for all returned checks. 
Signature (patient or guardian if minor)____________________________________________________Date_____________ 

Dilation - I understand that my eyes may be 
dilated during the course of my exam and 
that as a result I may experience transient 
blurring, which may make it difficult for me 
to drive, read, or carry out normal activities 
until the medicine wears off. Dark glasses 
are available at the end of each visit to 
provide comfort in bright light.                                

                                      Initials__________ 

Insurance Labs - When using 
insurance, we are often required to use 
particular optical labs and distributors.  
We also have to follow specific rules.  
Because of this we are unable to issue 
refunds when using insurance to cover 
our services and products. 
                                                
                                                    
                                Initials_________ 

Retinal Screening - To improve the service, we 
provide to our patients we offer retinal 
screening.  It is a way of photo documenting the 
health of the retina.  It does not replace dilation, 
but is a good way of evaluating the retina.  It is 
covered by some vision insurances, but 
otherwise would have a separate charge from 
the exam.  Initialing below gives us consent to 
do a retinal screening 
                                                 Initials__________ 

 

 

Jeff Mellor, OD, MEd, FAAO-Optometrist 
               10412 S. 2200 W.                            2135 W. Main Street, #B101 
               South Jordan, UT 84095                  Lehi, UT 84043 
                               Ph:  (801) 858-2020   Fax:  (801) 610-2138 
                                           www.wasatchview.com 

Patient Information (Please Print)  

Name ____________________________________________________________________   Date____________________ 

Date of Birth______________________   Age___________     Male   /   Female    Race______________________ 

Address_______________________________________  City__________________  State _____  Zip Code______ 

Phone # (        ) __________________________    Cell # (        ) __________________________  

E-mail_______________________________________    SS # (if needed for benefits)_______________________ 

Guardian________________________________________________ (if applicable)      Patient #________________________ 

Employer Information  

Employer_____________________________________  Position________________________________________  

Work # (        ) __________________________     

Insurance Information  

Health Insurance______________________________ Group #___________________ ID#___________________ 

Policy Holder________________________________________ 

Vision Insurance___________________________________    Insurance #_________________________________ 

Policy Holder________________________________________ (VSP last 4 of SS/DOB_____________________) 




