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Direet Reimbursement Claim Form
Impertant Information:

1. Ulsar this form to request refnbirsement for services received from previdors whi da not participats i the Davis Vision network.

2. Expenses for both examinations sed eveweir ¢ be claimed on this fome. Only services lited on this form will be conslilered i
reimbursemeni.

i, Make sure that all sections are compleied, that yoa amd the providersis) kave signed the form, and (hat all serviees, charges, and
service dites have biga enterod. I the form b Incompleis, sdditional informatben may be required. This may resull in o delay of
pavment for eligibde benefits,

4. Please submit claim reimbursement for each patient on a claim Form.

5. Phease note that the member's (or th;u'mmtbuin’;I;“r::-nml?mm iz required on this foms,

. Mgl completed clam form to: Viskan Care Progessing Unit, PO, Box 1525, Latham, NY 12110,

7. The completion and submission of this foms does not guarintee eligability for benefits, Mease verkly vour coverage with benefits ofl
of call 1-800-999-5431 or visit www davisvision com. The patiend s respeomsible for the costs of all treatment and s providied.

* Vomr Mensbey liatifivasian Mo, b fhe nember by which e company thal sponton rowr vhion coee besafln dvstiis

(FLEASE FRINT CLEARLK)

Mermber Nase: Miember benlification Mo.*:__
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Miniling Address: = . -
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Husiness Phone: Home Phone _— .
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Fatiews foformansa
Patient Mams: B

Fasi bl el Lam

Relatiorship: O Momber O Spouse O Child DOE: O Irsmsdent sed 19 o aver, aifach writien proof of amesdance st schoal il requin

A you and yoer spouses banefit bith provided by the mme sgency? O Yo O Na
| Pravider frnfirmation
Exmminer Mhipenser
Name: Wame:

Addreia: Addieic
Cify: - Saie: e City:

Statg: ___ Hipe

State License Namber; Simte Lhcerse Nussber:

Phisne Neamber: : - Mhene Mumber:
Provider Signature: Frovider Sipsabure:

Service Dl & Sewvice
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4. Bilocal Lenses
3, Tifcal Lonus

i, Conlsot Lmses

7, Cataract BY. Lenses

K. Catarnct Bifocal Lesnies

3. Medically Mocesary Coninol Lt
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I buirve peadd anel undiorstand o frmis] stacrrcnt on the back: of il foem.
Required




