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The above answers are true and complete according to the best of my knowledge and belief. I hereby authorize my doctor to furnish and 
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Blue Shield of California and Blue Shield of California  
Life & Health Insurance Company – Vision claim form
Please forward claims to: Blue Shield of California, P.O. Box 25208, Santa Ana, CA 92799-5208. (877) 601-9083 members or (800) 877-6372 providers. The participating 
provider must call MESVision to obtain an Eligibility Verification Number. For your protection, California law requires the following to appear on this form: Any 
person who knowingly presents a false or fraudulent claim for payment of a loss is guilty of a crime and may be subject to fines and confinement in a 
state prison. Note: Please complete the entire form. This form cannot be processed if information is incomplete. Important: Please print all sections in black ink.


	Gender: Off
	Reset Button: 
	Patient's name (last name, first name): 
	Employee's name: 
	Employee's street address: 
	Employee's address (city, state, Zip code): 
	Employee's email address: 
	Other vision coverage?: Off
	Employee's identification number: 
	Relationship to employee: Off
	Name of employer: 
	Group policy number: 
	Was care required because of an Injury or Illness?: Off
	If yes, please explain: 
	Is patient full-time student?: Off
	School name: 
	Other vision coverage policy number: 
	Other vision coverage name of carrier: 
	Check conditions patient is known to have - diabetes: Off
	Check conditions patient is known to have - hypertension: Off
	Check conditions patient is known to have - glaucoma: Off
	Other conditions/diagnosis or nature of illness or injury (ICD 9/10 Codes - 1: 
	Other conditions/diagnosis or nature of illness or injury (ICD 9/10 Codes - 2: 
	Other conditions/diagnosis or nature of illness or injury (ICD 9/10 Codes - 3: 
	Other conditions/diagnosis or nature of illness or injury (ICD 9/10 Codes - 4: 
	Other conditions/diagnosis or nature of illness or injury (ICD 9/10 Codes - 5: 
	Other conditions/diagnosis or nature of illness or injury (ICD 9/10 Codes - 6: 
	Other conditions/diagnosis or nature of illness or injury (ICD 9/10 Codes - 7: 
	Other conditions/diagnosis or nature of illness or injury (ICD 9/10 Codes - 8: 
	Dilation: Off
	Retinal Photos: Off
	Check conditions patient is known to have - high cholesterol: Off
	Prescribed - Single Vision: Off
	Prescribed - Bifocal: Off
	Prescribed - Trifocal: Off
	Prescribed - Progressive: Off
	Prescribed - Contacts: Off
	Prescription - RE - Sphere: 
	Prescription - RE - Base Curve: 
	Prescription - RE - Cylinder: 
	Prescription - RE - Axis: 
	Prescription - RE - Prism: 
	Prescription - LE - Sphere: 
	Prescription - LE - Cylinder: 
	Prescription - LE - Axis: 
	Prescription - LE - Prism: 
	Prescription - LE - Base Curve: 
	Reading add - RE: 
	Reading add - LE: 
	Exam date - month: 
	Exam date - day: 
	Exam date - year: 
	CL fitting date - month: 
	CL fitting date - day: 
	CL fitting date - year: 
	Exam - HCPC/CPT codes - 1: 
	Exam - charges - 1: 
	Exam - HCPC/CPT codes - 2: 
	Exam - HCPC/CPT codes - 3: 
	Exam - HCPC/CPT codes - 4: 
	Exam - charges - 2: 
	Exam - charges - 3: 
	Exam - charges - 4: 
	Total exam charges: 0
	Name of doctor: 
	Doctor's email address: 
	Doctor's street address: 
	Participating provider number: 
	NPI number: 
	Verification number examiner: 
	Verification number dispenser: 
	Patient's birthdate - month: 
	Patient's birthdate - year: 
	Patient's birthdate - day: 
	Date of order - month: 
	Date of order - day: 
	Date of order - year: 
	Delivery date - month: 
	Delivery date - day: 
	Delivery date - year: 
	Dispenser - HCPC/CPT codes - 1: 
	Dispenser - HCPC/CPT codes - 2: 
	Dispenser - HCPC/CPT codes - 3: 
	Dispenser - HCPC/CPT codes - 4: 
	Dispenser - HCPC/CPT codes - 5: 
	Dispenser - HCPC/CPT codes - 6: 
	Dispenser - HCPC/CPT codes - 7: 
	Dispenser - HCPC/CPT codes - 8: 
	Eyewear L 1: Off
	Eyewear R 1: Off
	Eyewear L 2: Off
	Eyewear R 2: Off
	Eyewear L 3: Off
	Eyewear R 3: Off
	Eyewear L 4: Off
	Eyewear R 4: Off
	Eyewear L 5: Off
	Eyewear R 5: Off
	Eyewear L 6: Off
	Eyewear R 6: Off
	Eyewear L 7: Off
	Eyewear R 7: Off
	Eyewear L 8: Off
	Eyewear R 8: Off
	Dispenser charge 1: 
	Dispenser charge 2: 
	Dispenser charge 3: 
	Dispenser charge 4: 
	Dispenser charge 5: 
	Dispenser charge 6: 
	Dispenser charge 7: 
	Dispenser charge 8: 
	Contacts brand: 
	Contacts brand charge: 
	Frame size: Off
	Frame number: 
	Frame number charge: 
	Plano sunglasses charge: 
	COB charge: 
	Total charge for optical materials: 0
	Name of dispensary: 
	Dispensary participating provider number: 
	Dispensary's email address: 
	Dispensary NPI number: 
	Dispensary's street address: 
	Doctor's city, state and Zip code: 
	Dispensary's city, state and Zip code: 


