
I Important Information: 

Verizon (formerly Bell Atlantic North Associates) 
Direct Reimbursement Claim Form 

--- =,= 
~VIS~qISION 
T H E  E Y E C A R E  ADVANTAaE 

I - 
1. Use this form to request reimbursement for routme &ion services received from non Davis Vision providers. 

2. Expenses for both examinations and eyewear can be listed on this form. 

3. Make sure that all sections are completed, that you and the providers(s) have signed the form, and all services, costs, and service dates have 

I been entend (or attach signed itemized receipt from provider). 

4. Please note that the employee's signature is required on this form. 

I 5. Mail completed form along with original receipts to: Vision Care Processing Unit, P.O. Box 1525, Latham, NY 12110. 

Employee Identification No.*: I 
Employee Name: Employee Social Security No.; 

Flm M~ddls ~nrh.l ~ a a  (complete if d i f fe~nt  than Identification No.) 
Mailing Address: 

Strsd Ststs Zlp 

Business Phone: Home Phone: 
AK4 C& h C& 

Patieqt Name! 
Fiml M~ddls lnitid Lad 

Relationship: 0 Employee [1 Spouse Child DOB: 0 If student ova 19, submit Written pmof of attendance at school (when necessary) 

1 Are you and your swuse's benefits both provided by the same agency? Q Yes No 1 

Dispenser (if different from provider) 

Name! Name: 
Adhss:  Address: 
City: State: - Zip: City: State: - Zip:, 
Federal Tax I.D. Number: - Federal Tax I.D. Number: 
Please check appropriate box: SSN EIN Please check appropriate box: SSN EM 

If EIN, check one: a Individual 0 Partnership 
Corporation Other 

Phone Numbeft, Phone Number: 
Provider Sign- Provider Signature: 

Service Date of Service Amount 
1. Eye Examination $ I 

1 3. Single Vision Le&s (not plano) $ t 
5. Trifocal a l e s  $ 
6. eontact Lenses.. S 
7. Cataract S.V. Lense$ $ 
8. Caiaract ~ i f o c d  h u e s  $ 

Totsl s 

1 etij* that ~ts le , i~opaf ioq  on this foml is correct and authorize the Pmvider to release appropriate information necessary to process this claim to ptAn benefit provisiod. 
@lei)*  heck one an0 sigg): I 
C1 7 

Employee's or authorized person's signature 
0 

nsu or ut o erson s SI natur(: Date 
(Re~mblirsement to employee) auE!r&e"pa~~ot!rnY vis'iodkneiit reimbursement 

to the above pnovider 9r supplier of services] 
(Assignment of Benefits) MS00135 11l29101 
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