Davis Visio

EYECARE NEERAMED" Pald [:.l Dunludl:l Pondod l:]

Direct Reimbursement Claim Form
Intportant Infermation:
1. Use this form o request ieimbursement for services received lrom providers who do nol participate in the Davis Vision netwark.
2. Lixpenses for both examinations and eyewear con be claimed on this form. Only services listed on this form will be considered for
reimbursement.
3. Make sure that all sections are completed, that you and the providers(s) have signed the form, and that all services, charges, and
service dates have been entered. If the form is incomplete, additional information may be required. This miny resnlt In a delay of
paynient for eligible benefits,
. Plense submit clnim reimbursement for ench patient on a sepatale claim form,
. Plenge note that the member’s (or employee’s or authotized person’s) signature is required on this form,
. Mail completed claim form to; Vislon Care Processing Unit, .0, Box 1525, Latham, NY 12110,
. The completion and submission of this form does not guarantee eligibility for benefits, Please verify your coverage with your benefits office
or call 1-800-999-5431 or visit www.davisvisiomcom. The patient is responsible for the costs of all treatment and malerials provided.

~N

ember ce Information  * Your Member ldentification No Iy the number by which the company that sponsors your vision care benefits dentlfies you|

(PLEASE PRINTCLEARLY)

Member Nome: L Member Mdentifiention NoJY:

it Middle Inltinl Lt
Muiling Address; S
Blreet Cily Sinto Zip
Business Phoney —_ HomePhone: . - - B
Arou Code Area Code

_Patient Information

Putient Name:

1l Midhlo Initiul Ll
Relutionship: 3 Member 3 Spouse [ Child DOB: O3 17 student nged 19 or over, atlach writlen proof’ of attendunce st school (if reyuired)

Are you und your spouse’s benefits both provided by the same agency? [ Yey 2 No

T

ey

Examiner Dispenser

Nume: Nume:

Address: Address:

City: State: ___ Zip: City: State: Zip:

Stute License Number: Stale License Number:

Phone Number: Phone Number:

Provider Signature: Provider Signature:
Hervice Date of Service Kxpenne(s) Incurred

1. Eye Examination ( !/ /) b

2. Frames ( / 1) ¥

3. Single Vision Lenscy ( [ ) $

4, Bifocal Lensos (/7 1) $

5. Trifocal Lenses ( / [ ) $

6. Conlacl Lenses (. / 1 ) $

7. Cataracl 8.V. Lenses « /' 1) $

8. Cntarnct Bifocal Lenses (7 1) $

9. Medically Necessary Contact Lenscs ( /7 7/ ) $

Required

Member/Employce or authorlzed person’s signature Date
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Any person who knowingly and with intent to defraud and deceive any insuranee company submils
an insurance application or statement of claim containing any false, incomplete or misleading
information may be subject to civil or eriminal penalties, depending upon state law.

In Florida, any person who knowiingly and with intent to injure, defiaud or deccive any insurer files
a statement of claim or an insurance application containing any false, incomplete or misleading
information is guilty of a felony of the third degree.

In New Jersey, any person who includes any false or misleading information on an application for
insurance is subject to criminal and civil penalties.

In New York, applicants for Accident and Health Insurance: Any person who knowingly and with
intent to defraud any insurance company or other person files an application for insurance or
statement of elaim containing any materially false information, or conceals for the purpose of
misleading, information concerning any fact material thereto, commits a fraudulent insurance act,
which is a crime, and shall also be subject to a civil penalty not to exceed five thousand dollars and
the stated value of the claim for each such violation.

In Kentucky and Pennsylvania, any person who knowingly and with intent to defraud any insurance
company or other person files an application for insurance or statement of claim containing any
materially false information or conceals for the purpose of misleading, information concerning any
fact material thereto commits a fraudulent insurance act, which is a crime and subjects such person to
criminal and civil penalties.

In Temnessee, state law stipulates that it is a crime to knowingly provide false, incomplete or
misleading information to an insurance company for the purpose of defrauding the company. Penaltics
include imprisonment, fines and denial of insurance benefits.

In Arizona, for your protection Arizona law requires the following statement to appear on this form.
Any person who knowingly presents a false or fraudulent claim for payment of a loss is subject to
criminal or civil penalties,"

For Washington, D.C. residents:

WARNING: It is a crime to provide false or misleading information to an insurer for the purpose of
defrauding the insurer or any other person. Penalties include imprisonment and/or fines. In addition,
an insurer may deny insurance benefits, if false information materially related to a claim was
provided by the applicant.
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