CLAIM FORM For Administrators Use Only
Vision Care Benefit Employer Code Month Day Year
Effective Date Employee’s Coverage -
Effective Date Patient's Coverage
Date of Employment .
Is this a Workers Compensation Claim? Yes D No D
Date Signature
SECTION | To Be Completed By Employee Or Member
Name, In Full, of Employee or Member Sex Date of Birth Your Social
':M] ﬁ Security No.
Name of Patient Sex Date of Birth First Name of Spouse Spouse’s Social Security No.
uilln
Is Patient: Yourself m] Is Patient: Single ] Is spouse employed? 71 Yes O No
Your Spouse [J (Check Married ] (Check
Your Child 1  One) Divorced ] One) If “Yes,” Name and Address ot Employer
Other ] Explain: Legally Separated 1
It ‘patient is child, is he or she employed? D Yes D No. If “Yes,” Name and Address of Employer
Is patient covered through any other plans finciuding “NO FAULT" auto insurance) which provide medical or vision benefits or services? D Yes D No
If “Yes,” list all other insurance companies or service plans providing this coverage. Through what Employers or Organizations are plans provided, if other than previously stated?
Name Address Name Address
identify TYPE of Other Coverage: |_] Group — Policy No. Cert. No. o [ individua
Blue Cross *
D Blue Shield — Contract No. Cert. No. . D Other Specify
Was vision treatment required because of injury? D Yes I:, No When did accident happen? D AM.
Date: Hour D P.M.
Describe Injuries received If treatment was for injury, was accident caused by Name of atlending physician
patient's employment? D Yes D No

We certify that the foregoing statements and answers are true and complete to the best of our knowledge and belief

We hereby agree to reimburse the Graphic Arts Benefit Corporation to the extent of the amount paid on this claim under any non-occupational policy provision in the avent benefits are provided
under any Workmen's Compensation law or similar legisiation.

We hereby authorize any insurance company, prepayment organization, employer, union, trust fund, hospital, or physician to release all information with respect to us or any of our dependents which
may have a bearing on the benefits payable under this or any other plan providing benefits or services. A photocopy of this authorization shall be considered as efiective and valid as the original.

Date Signature of Employee or Member Signature of Spouse
Mailing ’ Street ' City State Zip Code
Address

CLAIM INSTRUCTIONS FOR EMPLOYEE AND PHYSICIAN

Employee Complete Section | above and Section Il on reverse side.

Attending Physician complete reverse side.

Claim form and all applicable bills should then be sent to; | & I
NP

Lo~



T K
Graphic Arts Benefit Corporation
6411 Ivy Lane, Suite 700
Greenbelt, MD 20770


VISION CARE STATEMENT

(1) Patient’s name SO URRUUINY . ¥ - OSSOSO

(2) Nature of eye condition or injury necessitating service (Describe fully) .o
(3) If due to an eye injury, did this injury arise out of patient’s employment? Yes........... NOw e

(4) Describe fully services rendered using one line for each operation, prescription or service.

DATE FEE
SERVICE SERVICE CHARGED
PERFORMED

COMPLETE EXAMINATION
LENSES (GIVE TYPE) [J SINGLE VISION O TRI-FOCAL O CONTACT
0 Bi-FOCAL O LENTICULAR 0 OTHER (DESCRIBE)

FRAMES

TOTAL AMOUNT CHARGED

AMCUNT PAID ON TOTAL CHARGED

(5) Were any services rendered in connection with medical or surgical treatment? Yes............ L SOOI
(6) If conventional glasses were prescribed, answer the following questions:
a) Are the glasses tinted and prescribed for outdoor wear only? Yes.uco. Noo Tint Now e
b) Is the replacement (lens or frame) necessary due to theft, loss or breakage? Yes... ... Nooeee
(7) If contact lenses were prescribed, answer the following questions:
a) Were the lenses prescribed following surgery? Yes...... N, Date of surgery
b) Did the lenses improve the visual acuity in the better eye to 20/70 or better? Yes
¢) Could the improvement be made with conventional glasses? Yes.......cccce.... NOwrrrrcrrncnnnes
d) Is this a replacement contact lens? Yes..oooueeeeeecs NO e
Is the replacement necessary due to changes in the better Eye? ch S .\ e MU
If so, is the vision in the better eye correctable to 20/70 or better thh the lens used prior to the replacement?
Yes. No
Does the replacement lens correct the visual acuity to 20/70 or better? Yes.................No

(8) What other serivces, if any, did you provide patient? (Itemize, giving dates and fees) . ...

(9) The patient has been unable to perform his regular or customary work from.....ccceooo__through..._____.
If still unable to perform his regular or customary work, when should patient be able to resume such work?.__._..._._.

DATE PHYSICIAN'S NAME (PRINT) DEGREE

INDIVIDUAL PRACTITIONER'S.SS | |
PHYSICIAN'S SIGNATURE TELEPHONE ALL OTHERS - EMPLOYER 1.D. |

MUST BE FURNISHED UNDPER AUTHORITY OF LAW
STREET ADDRESS CITY OR TOWN STATE OR PROVINCE ZIP CODE




	address: 


