Out-Of-Network Claim Form
Most Vision Care plans aflow members the choice to visit an in-network or oul-of-network vision care provider. You only need to
complete this form if you are visiting u provider that is not a participating provider in the network. Not ofl plans have out-of-network
benefits, so plense consdi your member benefifs informution (o enswre coverage of servives and/or materials from non-participating
providers,

If vou choose an out-of-network provider, please complete the following steps prior fo submitting the claim form. Aoy missing or
incomplele information may result in delay of payment or the form being returned.  Please compleie and send this form to Vision
Service within 1 vear from the original date of service at the out-of-network provider’s office.

1. When visiting an out-of-network provider, you are responsible for paymeat of services and/or malerials at the time of service.
Vision Service will reiraburse you for authorized services according to your plan design,

Please complete all sections of this form fo casure proper bepefit allocation. Plan information may be found on your bepefit ID
Cazd, or viz your human resources department.

Vision Service will only accept Hemized recelpts that indicate the services provided and the amount charged for each service,
The services must be paid in full in order to receive benefits. Handwrilien receipts must be on the provider’s letterhead, Aftach
itemized paid receipis from vour provider to the claim form. 1 the paid receipt is not in US dollars, please idenlify the currency in
which the receipt was paid.

Please inchide 2 copy of your Explanation of Benefifs if submitting for a Secondary Insurance Benefit,

If the reimnbursement is 1o be sest fo someone other than the primary subscriber, a copy of a cancelled check or credit card receipt
{in addition to the paid Hemized receipt) youst be included. A copy of a receipt showing paymest in cash is also acceptable.

¢ below, you are representing that you are legally divorced or separated and the patient is entitled to the reimbumsement 11t is later determined that the
patient was not entitied fo the reimbursemeat, you agree to refund Vision Service ia full.

s
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o

Plesse indicate to whom the reimbursement should be sent: (Circde One)  Subscriber Patient

6, Sign the claim form where indicated.

Date of Service:

Patient Information:
Last Name: First Name: ML

Street Address:
City: State: Zip:
Phone: Birth Date:

Plan Information:

Subscriber Name

Last First: ML
Plan MName:

Subscriber 1Lk

Regquest For Relmbursement ~Floase Ewter Amount Chavged, Hemember (o include Semired prid receipis;
Exam: Frames: Lenses: Contact Lenses - (includes fit and follow-up, please submit

8 s I b all contact related charges at the same fime)
If lenses were purchased, please circle type: Single  Bifocal  Trfocal  Progressive

1 hereby wnderstand thal without prior avthorization from Vision Service Department for services rendered, | may be denied reimbucsement for submitied vision case
serviess for which { am nof eligible. ] hereby avthodze any inswrasce company, olganization employer, ophthalmologist, optomettist, and optician to release any
infovaation with respect to this olaim. © oerdify that the information fusmished by mie in suppoct of this claim is tos and conrect.

Member/Guardian/Patient Signature (nof a minorn) Date:
ToFax: 866-293.7373 To Email Form and Receipts: conclaimsi@evemedvisioncare.com
To Maik Vision Care Service Department

Antm: OON Claimos
P.O. Box 8304
Mason, OH 450407111



