Communications Workers Local 1109
Welfare Fund

Tel. No.: (718) 444-1119

c/o The union Labor Life Insurance Company
P.O. Box 61593

King of Prussia, PA 19406

(Toll Free) Tel. No.: 1-877-800-2956

VISION CLAIM FORM

Ulice

The Union Labor Life Insurance Company

Member's Mama (print in full) | Palicy or Plan Nao. Social Security Mumber
C-3968 Wl = —
Home Address Date of Birh | Daytime Phane Mumbear
Marital Stahes Wiark Slatus
[ gingla [ Divorced | [ Active [ Disabled
City Stata Zip O Marred [ widowsd | [ Retired [ Othar (spacity)
PATIENT INFORMATION SPOUSE INFORMATION
Mame Diate of Birth MName Date of Birth

Social Sacurity Mumber

Ralationship o Member Sax Social Security Mumbsar Employment Status
| [ salf O Spouse [J Mala 1 O Active [ Ratired
O child O Other {spacify) O Famale PR |_| O mat Employed |
If Patient Is Child: s haishe marred? O¥Yes Mo Emgployer Nama and Address |
Iz hefshe a full-ime student? Oves CMo

If Patient is a legal adult, patlent’s signature is requirad
under Autharzation for Release of Informaticon.

If treatment is for an injury, describe injury and explain how and where it occurred.

Drata inju [oid imjury Was injury caused by a motor vehicle acckdent?
dury Oves CINo ; Cves CINo
qroumed aocur at work? It Yes, specify clty and state above.
IF ¥0OU QR ANY MEMBER OF YOUR FAMILY |S COVERED UNDER ANOTHER GROUP VISION PLAN, COMPLETE THE FOLLOWING SECTION.
Coverad Family Member | Marme and Address of Insurance Company |
|

O seif [ Patient

O Spouse [ Cther: specify Name and Relationship
Pualicy or Plan Na Insuranca 10 Mumbar Type of Coverage
O individual
1 Famiby

ANY PERSON WHO KNOWINGLY AND WITH INTENT TO DEFRAUD ANY INSURANCE COMPANY FILES A STATEMENT OF CLAIM
CONTAINING ANY MATERIALLY FALSE INFORMATION, OF CONCEALS FOR THE PURPOSE OF MISLEADIMNG,
INFORMATION CONCERMING ANY FACT MATERIAL THERETO, COMMITS A FRAUDULENT INSURANCE ACT, WHICH |5 A CRIME.

AUTHORIZFATION FOR HAELEASE OF INFORMATION: IMWe authorize the release to ULLICO and its agents of any evidence or [nformation
about me or my dependents that may pertaln to this or any rslated claim. A copy of this autherization shall be as

valid as the ariginal. [Patient's signature |s required If patient is & legal adult.)

Marnbar's Signaturs Date Palient's Signature Diate:
INSTRUGTIONS FOR MAKING CLAIM FOR BENEFITS 1, Answer all required questions on this side of form, and sign it -
2. If you want us to pay tha hospital or doctor directly, sign the "Assignmant of Banefils" section on the reverse.

3. Have the doctor complete his section or attach an itemized bill indicating the patient’s name, diagnosis, the
type, place and date of each service, and the amount chargesd,

THIS SECTION TO BE COMPLETED BY POLICYHOLDER
bember Membar
Effective Date Terminatlicn Date

| certify that the patient named in this claim was eligible for vision benafits during the period specified above.

Podicyhalder's
Representative Date
CLM-14 [REV. BAF)




ASSIGNMENT | authorize payment of benefits to the undersigned physician or supplier for the services described balow.
OF Mermbar's
BENEFITS Signature Date
PHYSICIAN OF SUPFLIER INFORMATION: Thess sactions to be completed by physician unless claim is submitted with an itemized bill.
fo RV s CHARGES
PO A ﬁﬁ ﬁ\yg\ DATE
A ?9‘{33, Qéyy LENSES ;
-
NN S/ ORDERED | LENSES TINTING FRAMES TOTAL
i
CHARGES FOR LENSES AND FRAMES . . 5 :
ROUTINE EYE EXAMINATION DATE: CHARGE: -
TOTAL CHARGES FOR ROUTINE EYE EXAMINATION, LENSES, AND FRAMES: -
& TINTING | |5 tint prescribed? [ Yes O Mo It yes, for what condition?
Type of Tint |
O Light Tint
O Sunglasses
When should tinted eyeglasses be wom? When not?

OTHER SERVICES. This form is for reporting claims payable under a Vision Care benefit, which usually covers only the following (subject
to certain limitations):
(1) Routine eye examinations for determining general eye health and evaluating visual funchion, including prescription for correction of
visual problems; and
(2} Pairs of eyeglass lenses or contact lenses prescribed as a result of such an examination, and eyeglass frames.
However, some policies include a Subnormal Vision Care benefit, which covers other services for improvement of vision in individuals with
less than 20/70 visual acuity in the better eye. Describe any such services in the section below.
ADDITIONAL SERVICES, EQUIPMENT OR SUPPLIES PROVIDED OR PRESCRIEED FOR SUBNOQRMAL VISION CARE DATE PROVIDED CHARGE

[MPROVEMENT OF VISION RIGHT EYE BOTH EYES Total Charges for

bl o Subnormal Vision Care .

or before freatment
Vision with aid Total Charges for
All Vision Care

or after treatment

Physician's or Suppliers Mame, Address, and Phone NMumber (print) Provider's Signature Date

COMPLETE THE SECTION BELCW IF BENEFITS ARE ASSIGMED.
ULLICO WILL NOT ACCEPT AM ASSIGNMENT OF BEMEFITS WITHOUT
THE PHYSICIAN'S OR SUPPLIER'S TAX IDENTIFICATION NUMEBER.

Fatient's Account Mumber

Amount
Paid

Provider's Tax |D Mumber
Balance

Due




