Where Appl|cable

VISION PROTECTION PLAN —

GROUP VISION CLAIM FORM

ANY PERSON WHO, KNOWINGLY AND WITH INTENT TO DEFRAUD OR DECEIVE ANY INSURANCE COMPANY, FILES A STATEMENT OF
CLAIM CONTAINING ANY MATERIALLY FALSE, INCOMPLETE OR MISLEADING INFORMATION IS GUILTY OF COMMITTING A FRAUDU-

LENT INSURANCE ACT WHICH IS A CRIME AND SUBJECT TO CRIMINAL PROSECUTION.

INSURED: Complete Items 1 through 8.

DOCTOR: Complete ltems 9 through 23.
SEND TO PLAN ADMINISTRATOR.

. STATEMENT OF ACTUAL CHARGES

Vision Protection Plan

EMPLOYEE BENEFITS DIVISION CLAIM DEPT.
UNION FIDELITY LIFE INSURANCE COMPANY
4860 STREET ROAD, TREVOSE, PA 19049
(800) 621-5122

. INSURED’S NAME

2. SOCIAL SECURITY NO.

3. INSURED'S MAILING ADDRESS 4. EMPLOYER'S NAME/GROUP NUMBER
5. IS PATIENT COVERED BY OTHER VISION PLAN? [ Yes L[] No
IF YES, ENTER NAME OF OTHER PLAN
6. PATIENT'S NAME IF FULL-TIME STUDENT, NAME OF SCHOOL
NO. OF SEMESTER HOURS
7. RELATIONSHIP TO INSURED 8. PATIENTS BIRTHDAY | SPOUSE'S BIRTHDAY
9. DOCTOR'S NAME 10. DOCTOR'S LICENSE NO.
11. DOCTOR'S MAILING ADDRESS 12. DOCTOR'S PHONE NO.
( )
13. DOCTOR'S SOC. SEC. NO. OR I.R.S. TAXPAYERS 1.D. NO.
14. TREATMENT RESULT OF ACCIDENT? CYES [CINO 15. VISION SERVICES NOT COVERED
16. RESULT OF OCCUPATIONAL INJURY? O YES JNO ® Tinting ® Service/lnsurance Contracts

| HEREBY AUTHORIZE RELEASE OF ANY INFORMATION RELATING TO THIS CLAIM
(Patient’s Signature)

® Oversized Lenses

® Plano/Prescription Sunglasses
© Contact Lens Supplies

® Special Purpose Vision Aids
This is a partial list. For complete list, see Certificate of Insurance under

(DOCTOR’S SIGNATURE)

DATE

unless a minor DATE: Exclusions.
DATE OF PROFESSIONAL SERVICE ADMINISTRATIVE
INFORMATION SECTION SERVICE PLEASE CHECK BOX CHARGE ™ sk onLy
17. Complete visual analysis, including case history, E
refractions, etc. X | VISION ANALYSIS-M.D. [
HAS A REFRACTION BEEN PERFORMED? [JYES [INO |\A,| VISION ANALYSIS-0.D. [
18. 1S THIS INITIAL PLACEMENT? L ONE  TWO
IF NO, REASON FOR REPLACEMENT E SINGLE VISION 0o O
DYEs LINO S | BIFOCAL O O
19. DATE OF PRIOR PLACEMENT E TRIFOCAL 0O O
‘1’ LENTICULAR 0o o
C | Coverage is provided for replace-
E | ment of existing lenses only when
S | required by a change in prescription.
DIAGNOSIS: Cc
Q | ONE CONTACT O
T
A
(T: TWO CONTACTS [
L | *Is visual acuity of the patient
E | correctable to 20/70 in the better
g eye with conventional lenses?
E COOYES 0ONO
20. Are existing frames compatible F
with the new lenses? R NEW FRAME J
M
Oves ONO 5 PATIENT'S FRAME [
23. TOTAL FEE
CHARGED
21. Ihereby certify that the services listed above have been performed. 22, | hereby authorize you to pay the above named doctor benefits due me

under the terms of the vision plan.
(INSURED’S SIGNATURE)

DATE.




