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Claim Form Instructions 

Most EyeMed Vision Care plans allow members the choice to visit an in-network or out-of-network vision 
care provider.  You only need to complete this form if you are visiting a provider that is not a participating 
provider in the EyeMed network.  Not all plans have out-of-network benefits, so please consult your 
member benefits information to ensure coverage of services and/or materials from non-participating 
providers. 
 
If you choose an out -of-network pr ovider, please complete the followin g steps prior to submitting the 
claim form to EyeMed.  Any missing or incomplete information may result in delay of payment or the form 
being returned.  Please complete and send this form to EyeMed within one (1) year from the original date 
of service at the out-of-network provider’s office. 
 
 
1. When visit ing an out -of-network provider, you ar e responsible for payment of services and/ or 

materials at the time of service.  EyeMed will reim burse you for authorized services according to your 
plan design. 

2. Please complete all sections of this form to ensure proper benefit allocation.  Plan information may be 
found on your benefit ID Card or via your human resources department.   

3. EyeMed will only accept itemized paid receipts that indicate the services provided and the amount  
charged for each service.  The services must be paid in full in order  to receive benefits.  Handwritten 
receipts must be on the provider ’s letterhead.  Attach itemized paid receipts from your provider to the 
claim form. If the paid receipt is not in US dollars, please identif y the currency in whic h the receipt 
was paid. 

4. Please include a copy of your Explanation of Benefits if submitting for a Secondary Insurance Benefit. 
5. Sign the claim form below. 
 
 
 
Return the completed form and your itemized paid receipts to: 

 
 

EyeMed Vision Care    
Attn:  OON Claims 
P.O. Box 8504 
Mason, OH  45040-7111 

 
 

 
Please allow at least 14 calendar days to process your claims once received by EyeMed. Your  
claim will be processed in the order  it is received.  A c heck and/or explanation of benefits will be mailed 
within seven (7) calendar days of the date your claim is processed.  
 
Inquiries regarding your submitted claim should be ma de to the Customer Service number printed on the 
back of your benefit identification card.  
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Patient Information (Required) 
Last Name 

 
First Name 

 
Middle Initial 

 
Street Address City State Zip Code 

Birth Date (MM/DD/YYYY) 

 -  -  
Telephone Number 

 -  -  
Member ID # 
       

Relationship to the Subscriber 
Self       Spouse      Child      Other  

 
Subscriber Information (Required) 
Last Name 

 
First Name 

 
Middle Initial 

 
Street Address City State Zip Code 

Birth Date (MM/DD/YYYY) 
 -  -  

Telephone Number 
 -  -  

Vision Plan Name 
 

Vision Plan ID # 
 

Subscriber ID # 

 
Date of Service (Required) (MM/DD/YYYY) 

 -  -  
 
Request For Reimbursement –Please Enter Amount Charged.  Remember to include itemized paid receipts: 
Exam 
$_________ 

Frame 
$__________ 

Lenses 
$_________ 

Contact Lenses - (please submit all contact related  
$__________        charges at the same time) 

If lenses were purchased, please check type:   Single       Bifocal       Trifocal       Progressive 
 
I hereby understand that without prior authorization from EyeMed Vision Care LLC for services rendered, I may be denied 
reimbursement for submitted vision care services for which I am not eligible.  I hereby authorize any insurance company, 
organization employer, ophthalmologist, optometrist, and optician to release any information with respect to this claim.  I 
certify that the information furnished by me in support of this claim is true and correct.  
 
 
Member/Guardian/Patient Signature (not a minor) ______________________________ Date: _________________ 
 
 
 
GEN POP     OON 

*GEN POP*     *Out of Network*                        Revision date 8.2008          
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FRAUD WARNING STATEMENTS 

Alaska:  A person who knowingly and with intent to injure, defraud, or deceive an insurance company files a claim containing false, incomplete, or misleading 
information may be prosecuted under state law.    
Arizona: For your protection Arizona law  requires the following statement to appear  on this form.  A ny person who knowingly presents a false or fraudulent  
claim for payment of a loss is subject to criminal and civil penalties. 
Arkansas:  An y person who knowingly presents a false or fr audulent claim for payment of  a loss or benefit o r knowingly presents f alse in formation in an 
application for insurance is guilty of a crime and may be subject to fines and confinement in prison. 
California:  For your protection California law requires the following to appear on this form:  Any person who knowingly presents false or fraudulent claim for 
the payment of a loss is guilty of a crime and may be subject to fines and confinement in state prison. 
Colorado:  It is unlawful to knowingly provide false, incomplete, or mi sleading facts or information to an insurance co mpany for the purpose of defrauding or 
attempting to defraud the company.  Penalties may  include imprisonment, fines, denial of insurance  and civil damages.  Any  insurance company or agent of 
an insurance company who knowingly provides false, incomplete or misleading facts or information to a policyholder or claimant for the purpose of defrauding 
or attempting to defraud a polic yholder or claimant w ith regard to a settlement or award pa yable from insurance proceeds shall be reported to the Colorado  
Department of Insurance within the department of regulatory agencies. 
Delaware:  Any person who knowingly, and with intent to injure, defraud or  deceive any insurer, files a statement of claim containing any false, incomplete or 
misleading information is guilty of a felony. 
District of Columbia:  WARNING:  It is a crime to provide false or misleading information to an insurer for the purpose of defrauding the insurer or any other 
person.  Penalties include imprisonment and/or fines.  In addition, an insurer may deny insurance benefits if false information materially related to a claim was 
provided by the applicant. 
Florida:  Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of claim or an applicat ion containing any false, 
incomplete or misleading information is guilty of a felony of the third degree. 
Hawaii:  For your protection, Hawaii law requires you to be informed that presenting a fraudulent claim for pa yment of a loss or benef it is a crime punishable  
by fines or imprisonment, or both. 
Idaho:  Any person who knowingly and with intent to defraud or dec eive any insurance company, files a statement or claim contain ing a false, incomplete or 
misleading information is guilty of a felony. 
Indiana:  A person who knowingly and with intent to defraud an insurer files a statement of claim containing an y false, incomplete or m isleading information 
commits a felony. 
Kansas:  An y p erson who, with intent to defraud  or kno wing that  he/she is facilit ating a fraud ag ainst an insurer, submits an applicat ion or files a  claim  
containing a false or deceptive statement may be guilty of insurance fraud. 
Kentucky:  An y person who know ingly a nd with intent to defraud an y insu rance compan y or o ther person files an application or claim for i nsurance 
containing any materially false information or conceals, for the pur pose of misleading, information concerning any fact material thereto commits a fraudulent  
insurance act, which is a crime. 
Louisiana:  An y person who knowingly presents a false or f raudulent claim for payment of a loss or benefit or kno wingly presents false in formation in an 
application for insurance is guilty of a crime and may be subject to fines and confinement in prison. 
Maine:  It is a c rime to knowingly provide false, in complete or misleading information to an  insurance company for the purpose of defrauding the company.  
Penalties may include imprisonment, fines or a denial of insurance benefits. 
Maryland: Any person who knowingly and willfully presents a false or fraudulent claim for payment of a loss or benefit or who knowingly and willfully presents 
false information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison. 
Minnesota:  A person who files a claim with intent to defraud or helps commit a fraud against an insurer is guilty of a crime. 
New Hampshire:  An y person, who, with a purpose to injure, def raud or  deceive any insurance company, files a statement of claim containing an y false, 
incomplete or misleading information is subject to prosecution and punishment for insurance fraud, as provided in § 638.20. 
New Jersey:  Any person who knowingly files a statement of claim containing any false or misleading information is subject to criminal and civil penalties. 
New Mexico:  Any person who knowingly presents a false or  fraudulent claim for payment of a  loss or benefit or knowingly presents false in formation in an 
application for insurance is guilty of a crime and may be subject to civil fines and criminal penalties. 
New York:  Any person who knowingly and with intent to defraud insurance company or other person files an application for insur ance or statement of claim 
containing any materially false information or conceals for the purp ose of misleading, information concerning any fact material thereto, commits a fraudulen t 
insurance act, which is a crime and shall also be subject to a civil penalty not to exceed $5,000 and the stated value of the claim for each such violation. 
Ohio:  An y pe rson who, with intent to defraud, or kno wing that he is facilitating a fraud against an insurer, submits an applicat ion or files a false claim  
containing a false or deceptive statement is guilty of insurance fraud. 
Oklahoma:  WARNIN G:  An y pe rson who kno wingly and with intent to injure , defraud, or deceive  an y insurer ma kes any  claim for the proceed s of an 
insurance policy containing any false, incomplete or misleading information is guilty of a felony. 
Pennsylvania:  Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or statement 
of claim containing an y materially false information or conceals for the purp ose of  misleading, inf ormation concerning any fact  material thereto co mmits a 
fraudulent insurance act, which is a crime and subjects such person to criminal and civil penalties. 
Puerto Rico: Any person who knowingly and with the intention  of defrauding presents false informa tion in an insurance application, or p resents, helps, or 
causes the presentation of a fraudulent clai m for the payment of a loss or any  other benefit, or pre sents more than one claim f or the same damage or loss, 
shall incur a felony and, upon conviction, shall be sanctioned for each violation with the penalty of a fine of not less than five thousand (5,000) dollars and not 
more than ten t housand (10,0 00) dollars, or a fixed ter m of im prisonment for thr ee (3) years, o r both penalties.  Should aggrav ating circumstances ar e 
present, the pen alty thus established ma y be increased to a maxi mum of five (5) years, if ext enuating circumstances are present , i t may be r educed to a  
minimum of two (2) years. 
Tennessee:  It is a crime to kn owingly provide false, incomplete  or mi sleading information to an  insurance compan y for t he purp ose of def rauding th e 
company.  Penalties include imprisonment, fines and denial of insurance benefits. 
Texas:  An y person who kno wingly pr esents a f alse or fr audulent claim for th e payment of a lo ss is guilty  of  a crime and ma y be subje ct t o f ines a nd 
confinement in state prison. 
Virginia:  It is a crime to knowingly provide false, incomplete or misleading information to an insurance compan y for the purpose of defrauding the company.  
Penalties include imprisonment, fines and denial of insurance benefits. 
Washington: It is a crime to kno wingly provide f alse, incomplete,  or misl eading information to an  insurance compan y for t he purp ose of de frauding th e 
company.  Penalties include imprisonment, fines, and denial of insurance benefits. 
West Virginia: Any person who knowingly presents a false or fr audulent claim for payment of a loss or ben efit or knowingly presents false information in an 
application for insurance is guilty of a crime and may be subject to fines and confinement in prison. 
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