EDUCATORS MUTUAL INSURANCE ASSOCIATION OF UTAH
252 Bast Arrowhead Lane * Murray, Utah 84107-5298 « (801) 262-7475 = (800) 662-5851 + www.educatorsmutual.com

VISION CLAIM FORM

TO BE COMPLETED BY MEMBER

PATIENT NAME

RELATIONSHIP TO EMPLOYEE

PATIENT BIRTHDATE

EMPLOYEE NAME

EMPLOYEE SOCIAL SECURITY NO.

EMPLOYEE PHONE

EMPLOYEE ADDRESS

EMPLOYER NAME

IS PATIENT GOVERED BY
ANOTHER VISION PLAN?

OTHER VISION PLAN NAME

OTHER INSURANCE COMPANY NAME AND ADDRESS

DO YOU WANT PAYMENT
TO GO DIRECTLY TO THE
PROVIDER?

RELATING TO THIS CLAIN.

SIGNED (PATIENT OR PARENT OF MINOR PATIENTY:

| CERTIFY THAT THE INFORMATION ON TH!S CLAIM 1S CORRECT AND AUTHORIZE RELEASE OF ANY INFORMATION

TO BE COMPLETED BY DISPENSER

IN LIEU OF DISPENSER COMPLETING THIS SECTION, A LABORATORY BILL MAY BE ATTACHED. PROTECSIONAL | Amount
DISPENSER NAME TAX PAYER IDENTIFIG.ATION NQ.
Lens charge
DISPENSER ADDRESS PHONE NUMBER
Frame chaige
DISPENSER TITLE MATERIALS SUPPLIED
Q Opthalmslegist O Oversized O Glass 0 Flastic Materials
O Cpticlan O Cpiometrist Tint# O Pair O Ha¥fpalr @ Cther @
TYPES OF LENSES DISPENSED DATE. ___ 5 ]
Q Nore D Sunglasses o Single Q Bifocal ORDER DELIVERY Pisgeimer
Q Trfocal Q Lenticular Q Contack Q Other —
CONTACT LENSES FRAME MODEL OR CAT NG. FRAME MFG. NAME
O Therapeutic 0 Non-therapeutic " Materlals
Q Permanent lenses O Disposable lenses ‘-EU
[ HEREBY GERTIFY THAT | HAVE PERFORMED THE SERVICES AS INDICATED HEREON é Dispenszer
Fee
Sales tax
(Fany)
DISPENSER'S SIGNATURE DATE TOTAL

EMIA.CD.VIS,0205.092




