FOR INTERNAL USE ONLY

2\:\&”{/{: H Il oy Auth #:
IS DavisVision Paid (I Denied 0 Pended O

Direct Reimbursement Claim Form

Important Information:

1. Use this form to request reimbursement for services received from providers who do not participate in the Davis Vision network.
2. Expenses for both examinations and eyewear can be claimed on this form. Only services listed on this form will be considered for

reimbursement.

3. Make sure that all sections are completed, that you and the providers(s) have signed the form, and that all services, charges, and
service dates have been entered. If the form is incomplete, additional information may be required. This may result in a delay of
payment for eligible benefits.

. Please submit claim reimbursement for each patient on a separate claim form.

. Please note that the member’s (or employee’s or authorized person’s) signature is required on this form.

. Mail completed claim form to: Vision Care Processing Unit, P.O. Box 1525, Latham, NY 12110.

. The completion and submission of this form does not guarantee eligibility for benefits. Please verify your coverage with your benefits office
or call 1-800-999-5431 or visit www.davisvision.com. The patient is responsible for the costs of all treatment and materials provided.
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Member/Employee Information * Your Member Identification No. is the number by which the company that sponsors your vision care benefits identifies you.

(PLEASE PRINT CLEARLY)
Member Name: Member Identification No.*:
First Middle Initial Last
Mailing Address:
Street City State Zip
Business Phone: Home Phone:
Area Code Area Code
Patient Information
Patient Name:
First Middle Initial Last
Relationship: 00 Member [ Spouse [ Child DOB: O If student aged 19 or over, attach written proof of attendance at school (if required)
Are you and your spouse’s benefits both provided by the same agency? [ Yes O No
Provider Information
Examiner Dispenser
Name: Name:
Address: Address:
City: State: Zip: City: State: Zip:

State License Number: State License Number:

Phone Number: Phone Number:

Provider Signature: Provider Signature:

Service Date of Service Expense(s) Incurred

1. Eye Examination ( / /) $
2. Frames ( / /) $
3. Single Vision Lenses C /1) $
4. Bifocal Lenses ( / /) $
5. Trifocal Lenses ( / /) $
6. Contact Lenses C /1 ) $
7. Cataract S.V. Lenses ( / /) $
8. Cataract Bifocal Lenses C /1 ) $
9. Medically Necessary Contact Lenses ( / /) $

Total $

Member/Employee Certification

I certify that the information on this form is correct and authorize the Provider to release appropriate information necessary to process this claim to plan provisions. Additionally,
I have read and understand the fraud statement on the back of this form.

Required

Member/Employee or authorized person’s signature Date
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FRAUD STATEMENTS

Any person who knowingly and with intent to defraud and deceive any insurance company submits an insurance

application or statement of claim containing any false, incomplete or misleading information may be subject to

civil and/or criminal penalties, which may include the payment of restitution, fines, imprisonment, loss of insur-
ance and/or denial of benefits, depending upon state law.

In Arizona, for your protection Arizona law requires the following statement to appear on this form. Any person
who knowingly presents a false or fraudulent claim for payment of a loss is subject to criminal and civil penalties.

In California, any person who knowingly presents a false or fraudulent claim for the payment of a loss is guilty of
a crime and may be subject to fines and confinement in state prison.

In Florida, any person who knowingly and with intent to injure, defraud or deceive any insurer files a statement
of claim or an insurance application containing any false, incomplete or misleading information is guilty of a felony
of the third degree.

In New Jersey, any person who includes any false or misleading information on an application for insurance is
subject to criminal and civil penalties.

In New York, any person who knowingly and with intent to defraud any insurance company or other person files
an application for insurance or statement of claim containing any materially false information, or conceals for the
purpose of misleading, information concerning any fact material thereto, commits a fraudulent insurance act, which
is a crime, and shall also be subject to a civil penalty not to exceed five thousand dollars and the stated value of
the claim for each such violation.

In Kentucky, any person who knowingly and with intent to defraud any insurance company or other person files
an application for insurance containing any materially false information or conceals, for the purpose of misleading,
information concerning any fact material thereto commits a fraudulent insurance act, which is a crime.

In Minnesota, a person who files a claim with intent to defraud or helps commit a fraud against an insurer is guilty
of a crime.

In Pennsylvania, any person who knowingly and with intent to defraud any insurance company or other person
files an application for insurance or statement of claim containing any materially false information or conceals for
the purpose of misleading, information concerning any fact material thereto commits a fraudulent insurance act,
which is a crime and subjects such person to criminal and civil penalties.

In Puerto Rico, any person who knowingly and with the intention of defrauding presents false information in an
insurance application, or presents, helps, or causes the presentation of a fraudulent claim for the payment of a loss
or any other benefit, or presents more than one claim for the same damage or loss, shall incur a felony and, upon
conviction, shall be sanctioned for each violation with the penalty of a fine of not less than $5,000 and not more
than $10,000, or a fixed term of imprisonment for 3 years, or both penalties. Should aggravating circumstances be
present, the penalty thus established may be increased to a maximum of 5 years, if extenuating circumstances are
present, it may be reduced to a minimum of 2 years. Noncompliance will result in administrative fines. Failure to
include this notice on the indicated forms shall not constitute a defense for the insured or the third party claimant.

For Colorado, Maine, Tennessee, Virginia, Washington, & Washington, D.C. residents: WARNING: It is a
crime to provide false or misleading information to an insurer for the purpose of defrauding the insurer or any other
person. Penalties include imprisonment and/or fines. In addition, an insurer may deny insurance benefits, if false
information materially related to a claim was provided by the applicant.



Language Assistance Services

Spanish: ATENCION: Si habla espafiol, cuenta con
servicios de asistencia en idiomas disponibles

de forma gratuita para usted. Llame al
1-800-275-2583 (TTY: 711).

Chinese: /E&: MEEYH L, Ea LSRG EMES
AR . FH 1-800-275-2583.

Korean: StUIALEL: st=0HE AMEotAle &<, A0
A& AMHEIASE 222 01264 4= ASLICH
1-800-275-2583 HHO = M SoIA Al L.

Portuguese: ATENCAOQ: se voceé fala portugués,
encontram-se disponiveis servigcos gratuitos de
assisténcia ao idioma. Ligue para 1-800-275-2583.

Gujarati: Yoll: %1 AN Al et &, A [A:9es
QUL UL AU dHIRL HIZ GUEstl B,
1-800-275-2583 Sl $3A.

Vietnamese: LUU Y: Néu ban néi tiéng Viét, ching téi
sé& cung cap dich vu ho tro ngén ngir mien phi cho
ban. Hay goi 1-800-275-2583.

Russian: BHUMAHWE: Ecnn Bbl roBOpUTE MO-PYCCKY,
TO MOXeTe 6ecnnaTHO BOCNONb30BaTLCA YCnyramu
nepesoja. Ten.: 1-800-275-2583.

Polish UWAGA: Jezeli mowisz po polsku, mozesz
skorzystaé z bezptatnej pomocy jezykowej. Zadzwon
pod numer 1-800-275-2583.

Italian: ATTENZIONE: Se lei parla italiano, sono
disponibili servizi di assistenza linguistica gratuiti.
Chiamare il numero 1-800-275-2583.

Arabic:

4 sadl sac Lial) Ciland (418 A et Aadl) Coaacti c€ 13 4 gale
.1-800-275-2583 ab_y Jaai (lanally <l dalis

French Creole: ATANSYON: Si w pale Kreyol

Ayisyen, gen sévis éd pou lang ki disponib gratis pou
ou. Rele 1-800-275-2583.
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Tagalog: PAUNAWA: Kung nagsasalita ka ng
Tagalog, magagamit mo ang mga serbisyo na tulong
sa wika nang walang bayad. Tumawag sa
1-800-275-2583.

French: ATTENTION: Si vous parlez frangais, des
services d'aide linguistique-vous sont proposés
gratuitement. Appelez le 1-800-275-2583.

Pennsylvania Dutch: BASS UFF: Wann du
Pennsylvania Deitsch schwetzscht, kannscht du Hilf
griege in dei eegni Schprooch unni as es dich ennich
eppes koschte zellt. Ruf die Nummer 1-800-275-2583.

Hindi: &a1=7 & Ifg 3m9 e g & ar 3muss o
HF H A9 FETIAT HATU 3T | Hieh HY
1-800-275-25831

German: ACHTUNG: Wenn Sie Deutsch sprechen,
kénnen Sie kostenlos sprachliche Unterstitzung
anfordern. Wahlen Sie 1-800-275-2583.

Japanese: fii5 : RHEFES B AGEOH L, SE7T VA
S A=A (R & TRV £,
1-800-275-2583~F3&Eah < 727 S\,

Persian (Farsi):

g 4y dan J Dlodd (€ e Cuma i Rl a5
1-800-275-2583 > ,lasi b adly e bl i Ladk (51 08
A8 ol

Navajo: Dii baa ako ninizin: Dii saad bee yanitti’go
Diné Bizaad, saad bee akd’anida’awo’d¢¢’, t’aa jiik’eh.
Hédiilnih koji” 1-800-275-2583.

Urdu:
S S s ow e 0l sl G BN )0 A
0205 JIS G Gl Glaad (ylee L) e e
.1-800-275-2583

Mon-Khmer, Cambodian: ﬁ;mﬁgwmﬁmignfn%
waisiignfunwmanys-igr ymanigi 1
NS WINAM AN BN SHAIYSHA AN AHATN WA
AlGT giaunIFT g 1-800-275-25837

hai]/
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Discrimination is Against the Law

This Plan complies with applicable Federal civil rights
laws and does not discriminate on the basis of race,
color, national origin, age, disability, or sex. This Plan
does not exclude people or treat them differently
because of race, color, national origin, age, disability,
Or Sex.

This Plan provides:

o Free aids and services to people with disabilities
to communicate effectively with us, such as:
qualified sign language interpreters, and written
information in other formats (large print, audio,
accessible electronic formats, other formats).

o Free language services to people whose
primary language is not English, such as:
qualified interpreters and information written in
other languages.
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If you need these services, contact our Civil Rights
Coordinator. If you believe that This Plan has failed
to provide these services or discriminated in another
way on the basis of race, color, national origin, age,
disability, or sex, you can file a grievance with our Civil
Rights Coordinator. You can file a grievance in the
following ways: In person or by mail: ATTN: Civil
Rights Coordinator, 1901 Market Street,
Philadelphia, PA 19103, By phone: 1-888-377-
3933 (TTY: 711) By fax: 215-761-0245, By email:
civilrightscoordinator@1901market.com. If you need
help filing a grievance, our Civil Rights Coordinator is
available to help you.

You can also file a civil rights complaint with the U.S.
Department of Health and Human Services, Office for
Civil Rights electronically through the Office for Civil
Rights Complaint Portal, available at
https://ocrportal.hhs.qov/ocr/portal/lobby.jsf or by mail
or phone at: U.S. Department of Health and Human
Services, 200 Independence Avenue SW., Room
509F, HHH Building, Washington, DC 20201, 1-800-
368-1019, 800-537-7697 (TDD). Complaint forms are
available at

http.//iwww.hhs.qov/ocr/officeffile/index. htmi.
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