VISION CLAIM FORM
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If claim is for Dependent, answer the following questions: Dependent Name
Dependent's Social Security No. Date of Birth o Spouse o Child

MEDICAL EXAMINER SECTION (after completion of this form, please attach itemized bills and mail to the Health
Fund at the address show above)

Name of Patient

Frame Fee Charges: Total Cost to Patient:

, 20

(PLEASE PRINT, THEN SIGN ABOVE YOUR PRINTED NAME)

Phone Number

Physician's T.L.N. State License Reg. No
(MUST BE FURNISHED UNDER AUTHORITY OF LAW)

EMPLOYEE'S ASSIGNMENT

| authorize the release of information required to process my claim.

Date Signed

(SIGNATURE OF EMPLOYEE)

| authorize payment directly to the provider of service.
Date Signed



