| Vision Care Claim
Please mail completed form to:

focil o e o e Camoan
Insurance Company Des Moines, LA 50306-0357
Des Moines, lowa FAX: 888-301-1502

See Page 2 for Claim Filing Instructions.

Any person who, with intent to defraud or knowing that he or she is facilitating a fraud against an Insurer, submits an
application or files a claim containing a false or decepfive statement, may be gullty of insurance fraud.

Part A — Patient & Employee Information
1. Pelienl nama

?DMWE:.:WE P
1 ﬁﬂmw@‘ﬂ“ huﬁmﬁnﬂﬁqﬂmww {CEI foster child I g male [ female

& Empioyve nome (irst, miadie, last)

7. Empioyes s ool securty number 8. Plan and 1D numbers (printed on employee's 1D card)

|Pian 1D,
8. Emplaysa mafing sddress 15 this a new address?
e | Oyes Ono
10. Employer (company) name and addbes
Cey Isu: Iﬁ_
11. Is employea 12. Bpouse’s name Spouse’s birth data

O single [J married [ divorced [ widowed
13. Epouse’s socal seourily numbar 14, Is spouse employed? 15 Y&t give name, addrass, and telephana number of spouta’s employer,
yes [lno

16. Is patient cowerad for vision care by another plan? I “yes.” give name of person camying the ofhar coverags

Oyes Ono

Insurance company o plan name I

Name and sddress of caimer

17. Wi condition redated fo
A Patient’s employment [] yes [ no B. Anauto accident [1yes [ no

12, 1 authoraa ihe release of any miormabon Signed (patant or parcnt il minar) Dae
necassary to prooess this claim. I
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Part B — Examining Physiclan or Optometrist's Information

Indicate Siagnosis, nature of dsease, injury or vision disorder H contadt lenses, would the visus! scuity be comectad o
2070 In the beller ey by ute of comvenbonal lenses?
[Oyes [ no
Repon of sendcas or attach iamired bl (If previous form submilted 1o This carmeys, you need to show only dxles and senices since last report)
_____ Dute of service esiEs Services rendered ¥ Charges
EAC LR U . $
o e 5
Physician's or oplometrisl's name Prone number Total charges
5
hmm'sumnﬂisrsmumt iy, slale, ZIF cods) ~ Federsl LD, number of Tax | L. number Amoun pakd
5
.. Phiysician’s or oplomelrist's signature Il:ma r‘rwmmunw Ealance duc
S
ﬂ_u_tj'luﬂzatlon to pay - Sign only If you want benefits paid directly to physiclan or optometrist.
I suthorize payment of vision care banalis (o ha physidan of oplomeinist descibed in Parl B Dawe
tEﬂ'ﬁqﬂﬂl:ﬁmﬁ:ﬁpﬂmﬁm |

Part C - Supplier Information (To Be Completed by Dispenser of Prescription other than Prescribing Physician)

Type | Date of purchase | Date of delivery to patient | Charges | Suppier name and adress (streel. cly. stste. ZIF code)
Lenses | = T
Frames | =] eEsEaE d
L1 L. S e R
Coating PR PR A e = T
L= o sy MRS el | |11 =
Typa of lenses: Total charges Signature of supphar Date
0 singlevision [0 bifecal [ wifoca! [ tansicutar | 5 » i |
[ contactlenses [0 dsposable contact enses Patienl's acoount number  Amouni paid Balanoe duo
number of monthe supelng: ls Is

Authorization to pay - Sign only If you want benefits paid directly to supplier.
| mutherize payment of vision carg benedts 1o fa supplier b senvices desoibed nPan C
*wmmuwlm |

] Payment receipt or cash register receipt for prescription attached (See item 5 below.)

Instructions to Employee

(1) Compiete quesSons 1 trough 18 (Part A) on Page 1 and sign and date ina 18.

(2) Have paliert's physician or oplometrist complete the Examining Physician or Optometrist's Information sacion (Part B) on Page 2.

(3) Have patient’s suppier (1 other than examining physician or oplometrist) complete the Supplier Information section (Part C) on Page 2

(4) Ntu:hhﬂ‘zﬂdbﬁﬂummﬂﬁo&nmszlfrwmw&hpﬁﬁﬂrhmmaMts@m
Auﬂwrintinnmpa:,rhsadim[hrtajmmillmmmmMHWWﬂmmmm@mu
oplometrist), sign the Authorization bo pay in section (Part C) on Pags 2.

(5) Attach payment receipt ot cash register receipt o diam form if prescription is being fiied by someone other than the examining paysician of
oplometrist

Date
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