VISION CLAIM FORM

PBA.

Send all bills to:
Professional Bepefit Administrators. Inc. & i i gagm;tw 4687 % Inc.
INSTRUCTIONS POR COMPLETING THE CLAIM FORM Oak Brook, |L 60522-4687
The cfaim foom must ba fully compiated. (630) 855-3755
. Sign and date Part A on She back of e form f you wish Lo have benefils poid drecly to the Provider of Senice,

. Part B, Mwummwwmpmwdsg#um&nwum»emmm [Bdlls must show the patients name. the date and Type of sendce, the charge, the diagnosis. and the
sociEl security number of Eederal Tax 1.3, number of the
- Retum tha compHatad form f the sdd7ess shown abave wilh all the criginal coplas of your bils.

Complete for all claims |

1

Company Name: R I[ Addrass:

Employee name: ? Date of birth: Social Security #
N S

Home MdreSS' Phone:

Sex DMEI F Maritai Status: [J Single [ Mamied [J Divorced O Legally Sep i 0 Widowed

e T

Spms Name: Date of birth: [ Social Security #:

Is Spouse Employed? [1 Yes [J No If yes, Company Name:

Address: Phone:

Are you or your dependents entitled to benefits from any other Group A Tdentfy fammily member insured under cthar plan.

Insurance Plan or Group Vision Plan?

[ Yes [ No  If yes, plaase identify:

A. Marma(a) and addrass of thesr i company andor

C. Group Poficy Numbsr

Comptete if claim is for dependent

Name: Re!atxonmp : Date of bisth:

Home addrass if different from employee:
Is dependent employed? [ Yes [ No Mame of Employer:

Address: Phone:
If claim is for child over 18 indicate:
A. Student [ Ful-ime [J High School [ Vocational O College

Credit hours of study: Name & Address of Schoal:

B. _Handicapped, Please Explain:
CERTIFICATION & AUTHORIZATION TO RELEASE INFORMATION : | cerlify that these statements and answers are trua to the best of my

knowledge and befief. | hereby agree to reimburse this plan to the extent that benefits are provided under any Workers' Compensation law, similar
legislation, andior any setlement related {o such coverages,

| herety authorize any insurance company, provider, or any other onganization to relaase all information to PBA, Inc., which may have a bearing on the

benefits payable under this plan. A photocopy of this auth ion will be considered as effective and valid as the original, and will be valid for one year
from the date below.
Date: Signature of Employee: Signature of Sp

{ cipim is on spouse) I
AUTHORIZATION TOC PAY BENEFITS TO PROVIDER OF SERVICE : | hereby authorize payment directly to the undersigned Provider of Service, the
Vision Benefits, if any, otherwise payabie to me, for the services as described but not to exceed the reasonable and customary charge for those
servicas.

Part A - To be compieted by the employee

Employee’s Name: H ) Patient's Name if Dependent of Employee:

Emplayee’s Address: Phone:

i
]
1
|
| AUTHORIZATION TO PAY BENEFITS TDPHD\ND‘ROFSER’U!CE I hareby authanze T _4
payment diractly to the undarsigned Provider of Sandce, the Visicn Banefite, § any. otharwss ]
payable o me, for the Sendces as describad beiow but rot foexosed the reasonahle snd 1
customary charpe for those senaces. |

— Signeciompioyea) Caits:




Part B - to be completed by the provider of service

Diagnasis and concurrent conditions: | Date Service Began:
Did you presciibe: [ ] Yes [] No Date Service Completed:

REPORT OF SERIVICES {or attached temizod bil.}if grevious form sutimtted 10 PBA. You meed show only date and services since st report)

.

Date of Services Charges
Prescribing
{a) Eye Examination L] With tonometry H
O without toncmetry
] With visual fieids
[0 Vision Survey
(b) Prescribing Fee 3
.—— r‘l L i X, Fea -
{a) Lenses O Single O Bifocal s
O Trifecat ] Lenticular
[ Tinted O Temper
[ List Other —i.e. sungl
(b) Frame O MNew $
O Oid Frame
Materials ]
[ Lenses $
[J Frames 3 |
[ Contacts $ |
[ Other Materials or Services (List) $ ;
|
if Gontact Lenses:
O Prescribed for a non-aphakic patient. ‘_Tmai Charges * |
[J in lieu of spectacles. |
[0 Other, give reason: .L'f\mount Paid $ |
| Balance Due H [
ot Tave Gt Fealth coveras: - ——— ]
[} Yes [J No If yes, please identify: .
| do not accept assignment Sodal Secunity No:
1 Yes [ No B OR Fed. ID No:
Date Physician's Name (Print) Signature [} Ophthalmaolagist
[] Optomelrist
. ] Opiician
Address: | Phone:




