
            W. Scott Albrecht, O.D.
                1251 N. Northfield Road, Suite 215
                                 Cedar City, UT 84720
                                           435-865-9899
                         scott@albrechtfamily.com

                       Patient Information 
Name__________________________   Date_____________________

Date of Birth___________________    Phone_________________

Address___________________________________________________

City_______________________  State__________  Zip____________

Employer______________________  Work Phone________________

Spouse_______________   Spouse's Employer__________________

Responsible Party (if other than patient)_____________________

SS# or Member ID of Insured _______________________________

Vision Insurance Company _______________ 

Medical Insurance Company________________

Whom may we thank for referring you to us?___________________

We are required to obtain your permission to bill your insurance company.  By 
signing below, you authorize us to bill your insurance company on your behalf for 
services performed in our office.

Patient Signature_________________________________________

    


