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An independent ficensee of the Blue Cross and Bfue Shield Association

Direct Reimbursement Claim Form

Important Information:

1. Use this form to request reimbursement for services received from providers who are out of 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 479, Troy, NY 12181.

. The completion and submission of this form does not guarantee eligibility for benefits. Please verify your coverage with your benefits
office or call 1-800-584-2865. The patient is responsible for the costs of all treatment and materials provided.

NN

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: l:lMember |:| Spouse I:l Child DOB: |:|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 I:lNo

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 ( / /) $
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
CL00212  5/30/25




WYOMING

An independent licensee of the Blue Cross and Blue Shield Association

ATTENTION: Free language assistance services are
available to you. Appropriate auxiliary aids and
services to provide information in accessible formats
are also available free of charge. Call 1-800-442-2376
(TTY: 711) or speak to your provider.

ATENCION: Si habla espafiol, tiene a su disposicién
servicios gratuitos de asistencia linguistica. También
estan disponibles de forma gratuita ayuda y servicios
auxiliares apropiados para proporcionar informacion
en formatos accesibles. Llame al 1-800-442-2376
(TTY: 711) o hable con su proveedor.
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ACHTUNG: Wenn Sie Deutsch sprechen, stehen
Ihnen kostenlose Sprachassistenzdienste  zur
Verfugung. Entsprechende Hilfsmittel und Dienste zur
Bereitstellung von Informationen in barrierefreien
Formaten stehen ebenfalls kostenlos zur Verfiigung.
Rufen Sie 1-800-442-2376 (TTY: 711) an oder
sprechen Sie mit lhrem Provider.

PAALALA: Kung nagsasalita ka ng Tagalog,
magagamit mo ang mga libreng serbisyong tulong sa
wika. Magagamit din nang libre ang mga naaangkop
na auxiliary na tulong at serbisyo upang magbigay ng
impormasyon sa mga haa-access nha format.
Tumawag sa 1-800-442-2376 (TTY: 711) o makipag-
usap sa iyong provider.

ATTENTION : Si vous parlez Frangais, des services
d'assistance linguistique gratuits sont a votre
disposition. Des aides et services auxiliaires
appropriés pour fournir des informations dans des
formats accessibles sont également disponibles
gratuitement. Appelez le 1-800-442-2376 (TTY: 711)
ou parlez a votre fournisseur.
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LUU Y: Néu ban néi tiéng Viét, chang t6i cung cép
mién phi cac dich vu hé tre ngon nglr. Cac ho tro' dich
vu phu hop dé cung cap thong tin theo cac dinh dang
dé tiép can cling dugc cung cép mién phi. Vui long
goi theo sb 1-800-442-2376 (Nguoi khuyet tat: 711)
ho&c trao d6i véi ngudi cung cap dich vu cia ban.

ATTENZIONE: se parli Italiano, sono disponibili
servizidi assistenza linguistica gratuiti. Sono inoltre
disponibili gratuitamente ausili e servizi ausiliari
adeguati per fornire informazioni in formati accessibili.
Chiama I' 1-800-442-2376 (tty: 711) o parla con il tuo
fornitore.

BHMAMAHWE: Ecnu Bbl roBOpuUTE Ha PYCCKUK, BaMm
AOCTYNHbI 6ecnnaTtHble YCnyrn A3bIKOBOW NOAAEPKKMN.
CooTBeTCTBYIOLME BCMOMOraTernbHble cpeactea U
ycnyru no npegocTaBneHuio  UHgopmauum B
OOCTYNHbIX hopmartax Takke nNpeaocTaBnsalTCA
6ecnnatHo. [lo3BoHnTe no TenedoHy 1-800-442-
2376 (TTY: 711) wnm obpatutecb K CBOEMY
NOCTaBLLUKY YCIyT.

PERHATIAN: Layanan bantuan bahasa gratis
tersedia untuk Anda. Bantuan dan layanan tambahan
yang sesuai untuk menyediakan informasi dalam
format yang mudah diakses juga tersedia gratis.
Hubungi 1-800-442-2376 (TTY: 711) atau hubungi
penyedia layanan Anda.
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YA'AT'EEH: Dii naaltsoos niha nih&jiigii doo shit
bééhdzin da, t'aa jiik’ehgo saad bee akét'ée’ dooleet.
Naaltsoos hoélg holne’igii dooleet t'aa shikaadéét niha
nihaji’igii,tddhadoohaagu.Bee hodiilnih 1-800-442-
2376 (TTY: 711) nashdoot doo niljj’ nihat bééhdzinigii
yahoot'éét.
This Notice is Being Provided as Required by the
Affordable Care Act
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