Utah Valley Ob Ultrasound Refund Form
Fax: 801-765-8805 
Mail: 1055 North 300 West Suite #303 Provo, Utah 84604
(Allow 2-4 weeks for processing)

Patient Name_______________________________

Insurance__________________________________

Date of Payment Made_______________________

Payment Made:  Credit Card ⁭   Check ⁭
Credit Card to refund payment to:  Visa ⁭  MasterCard⁭  
Credit Card #________________________________

Exp Date__________        Zip Code_____________   

Billing Service Verification____________________

