DIRECT DENTAL
P.O. BOX 542

CIRECT CDERMTAL

LT R e

ADMINISTRATORS, LLC

SAN ANSELMO, CA 94979-2667
PHONE: 877-878-3384
FAX: 415-454-2928

VISION CLAIM FORM

FAILURE TO COMPLETE ALL INFORMATION ON THIS FORM MAY DELAY PROCESSING

PART 1

PATIENT INFORMATION [TO BE COMPLETED BY PATIENT

If yme, complabe ihe follwing:

Hame

Social Securily Mo

Hame and address of employer

1. Pati=nl name 2. Relationship {0 emplayes 3. Sex | 4. Pati=nl birth date | S0 1 full fime student
o
MM DD yyyy | Sthoal
| et || spowse || child || aer | E"Il City
. Employes name (il differerd than patient) 7. Employes Social Security Mo, |8, Employer = JF ]
10. Emplayee mailing address Srmat City e Zip code
11. Are edher family members employed ¥ Wes ] Ha [ 12, I& patiend covered by another medical plan? Wes ] Ha [

If ymg, complebs the following:

‘ision plan name

Carrier

Carrier address

Policy Ha

| have read the fallowing freatmer plan. | autharize releass of any
infarmation ralating ta this claim

| autharize payment directly ta the below named pravider of the group
Imsyrance banghts aherdes payabda 10 me

Signed (patant or parant, i1 minor

Signed (employes or authenzed persan)

PART 2 TO BE COMPLETED BY DOCTOR PART 3 TO BE COMPLETED BY D
Date of examination Refraction Dabe of order Date of delivery Gles Lens
Ha Refractian Plagtic lars
IF you prescribed the glasses check the bype (must be completed) _— 5
I h
[ Single visian [ Bifocal [ Trifacal [ Contacl gt lens charge
Has cataract surgery been performed?
Left | ha -3
O ves 1 Ha Date: Sil lens charge
Can vigual acuidy be restored 1o al least 20070 O fes .
in tha betbar aye with comvantianal glassas? [ Ha Ouersize charge, if amy s
Is this & prescription [ ves |Besltosrecked visual acuity [ Prism charge [ Crber 3
change from last yeary [ ] Mo Right mye 20 Laft aye 200 Slab off charge
ANE Mo Examinafion fee Tint charge 5
3 Calor Hao
DOCTOR PRESCRIPTION Frame charge .
Sphere Cylinder Axis Prism Base Hame of frame
R.E * ' Is frame mize aver 81 mm? O e« [ Ho
LE . \ Caract lene charge 2
C Hard [ Saof

Reading R.E. . - L.E. * . TOTAL FOR QOPTICAL MATERIALS 3

Spacial instructions

Caommenks

Signalure of declor

Sigrature of dispanser

Pleass type or print name of doclor

Please Pype or prink name of dispensary

Tax I Ha

Tax IO Ha

Sirest Address

Sreat Address

City, SEate, Jip

City, State, Zip






