
Member First Name MI Last Name

____________________________________________________________________________________________________________

Home Address City State Zip Code

____________________________________________________________________________________________________________
Social Security or BCBS ID# Employer

____________________________________________________________________________________________________________

Patient First Name MI Last Name

____________________________________________________________________________________________________

Patient Relationship to Member:    ____ Self    ____ Spouse    ____ Child Patient Date of Birth: ______/______/________

Is patient a full time college student?  ____ Yes    ____ No        If “Yes”, please provide school name: _______________________________

I request payment be made to me:

Member: ________________________________________________________________  Date: ______________________________

PATIENT INFORMATION

IF MEMBER IS TO BE REIMBURSED - SIGN THIS SECTION

I hereby authorize payment directly to the provider of service

Member: ________________________________________________________________  Date: ______________________________

IF PROVIDER IS TO BE REIMBURSED - SIGN THIS SECTION

VISION CLAIM FORM
1. Complete the front section of this claim form
2. Have the provider complete the back of this claim form or attach a complete itemized bill

to this claim form.
3. Send the original claim to:   IUOE • Local 399 Health & Welfare Fund

c/o Elite Administration

310 S. Racine Avenue • Suite 700  •  Chicago, IL 60607

For Assistance, call (312) 236-2157

As the member, YOU MUST SIGN AND DATE THIS CLAIM FORM – I hereby authorize the provider to release any information re-

quested with respect to this claim and/or the attached bill.  I CERTIFY THAT THE INFORMATION FURNISHED BY ME IN SUPPORT

OF THIS CLAIM IS TRUE AND CORRECT.

Member Signature: ____________________________________________________________    Date: _________________________________

CERTIFICATION:

PLEASE COMPLETE A SEPARATE CLAIM FORM FOR EACH FAMILY MEMBER

MEMBER INFORMATION

TO BE COMPLETED BY THE MEMBER (Please print or type)



VISION CLAIM FORM

Patient First Name MI Last Name Patient Birthday

____________________________________________________________________________________________________________

PATIENT INFORMATION

Date of Service                Fully describe Procedure(s), Service(s) or Supplies Procedure Code Charge(s)
Furnished for each date given

PHYSICIAN/OPTOMETRIST OR SUPPLIER INFORMATION

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

Provider Social Security or Provider Tax I.D. No. Patient Account No.

___________________________________________________________________________________________________________

____________________________________________________________________________________________________________
Signed Date

SIGNATURE OF PHYSICIAN OR SUPPLIER

Name Address
___________________________________________________________________________________________________________

Telephone No. _________________________________________________________________________________________________

PHYSICIAN(S)/OPTOMETRIST(S) OR SUPPLIER(S)

Provider to complete this claim or attach itemized bill

Plan pays 80% of covered charges (exam, contacts, lenses and frames) up to maximum benefit of $150.00 per person, 

per calendar year.  No deductible applies.

TOTAL:

$

PAID BY MEMBER:

$

BALANCE DUE:

$

BENEFIT INFORMATION

Plan excludes vision related services provided by Wal-Mart and Sam’s Club

IMPORTANT INFORMATION


