Request for

VISION Care

Reimbursement

Did you see an out-of-network doctor? We are here to help.
If you have out-of-network benefits, these are your options:

The way to go. It’s secure, you can 8
check claim status, get paid faster, and

save on paper. Click the button below or BY MAIL

go to vsp.com to log in to your account OR Still want to mail the form in?
and complete an internet form. You can Follow the form instructions on
also create an account there if you don’t the next page.

have one yet.

I Want To Get Paid Faster

9

ONLINE

TIPS TO SPEED CLAIMS PROCESSING:

Missing or incomplete information will slow down claims processing.
Be reimbursement-ready by making sure the following are done:

» Copy of itemized receipts or service statements that contain the following:

* Doctor’s name or office name

* Name of patient

» Date of service

» Each service received and the amount paid
* You typically have 12 months from the date of service to submit for reimbursement.

* Make sure all required fields have a value and dates are in the following format:
Month/Day/Four-Digit Year.

» If you have Laser Vision coverage and are submitting for reimbursement:

* The itemized receipt and/or letter from your provider must contain the following information

Which eye(s) received the surgery

Surgeon Name or Facility Name

Surgery DOS

Type of procedure (e.g. PRK, LASIK, Custom LASIK, and Custom PRK)

Cost of procedure

Member’s name

Member’s ID number (This may be the member’s SSN or member’s unique ID number)

Member’s mailing address


https://www.vsp.com/
http://vsp.com

vSsp.

Request for oF
VISION care

Reimbursement (Cont.)

» Ifyou have Laser Vision coverage and are submitting for reimbursement:

* The itemized receipt and/or letter from your provider must contain the
following information

+ Patient’s name

» Patient’s DOB

» Patient’s relationship to the member (e.g. member, spouse, child, etc.)
* Name of client who provides the VSP" coverage (client name)

» Please note: Laser Vision warranty enhancements are not reimbursable under Laser Vision Care
out-of-network. Claims may only be submitted for surgery (one or both eyes) and/or pre/
post-operative care.

*  Write the amount of the Laser Vision Care claim under “Exam” on the reimbursement form.
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Form Instructions K
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The form must be filled out by the member. All fields flagged with an asterisk (*) are required.
The form is fillable, so you do not have to handwrite. Fill out on a computer, print, and mail in.
If you decide to handwrite, use blue or black ink.

PATIENT SECTION:

1. Select the patient’s relation to the member. Choose only one.

2. Enter the patient’s date of birth in the following format: Month/Day/Four-Digit Year.
3. Select a gender. Choose only one.

4. Enter the patient’s last name and first name.

5. Enter the address, city, state, and ZIP code.

6. The patient’s middle initial and ZIP+4 are optional.

MEMBER SECTION:

1. Enter the last four digits of the member’s SSN.

2. If the patient is the member, select “Member information below is the same as Patient.”
3. Otherwise, enter the member’s information:

a. Enter the member’s date of birth in the following format: Month/Day/Four-Digit Year.
Select a gender. Choose only one.

b
c. Enter the member’s last name and first name.

d. Enter the first address line, city, state, and ZIP code.
e

The member’s middle initial, second address line, and ZIP+4 are optional.

CLAIM SECTION:

1. Enter the date of service in the following format: Month/Day/Four-Digit Year.

2. Enter the amount charged for each applicable line item. Ensure they match the receipts.

3. Select a lens type.

4. If another insurance company is involved, check the box and attach a copy of the statement
showing payment.

PROVIDER SECTION:

1. If the provider’s name is known, enter the provider’s last name and first name.

2. Ifthe office name is known, enter the provider’s office name.

3. Step #1 or #2 or both must contain a value.

4. Enter the first address line, city, state, and ZIP code.

5. The second address line and ZIP+4 are optional.
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PRINT AND SIGN SECTION:

Review the completed form for accuracy.

Read the acknowledgment paragraph.

Print the form.

Sign the form.

Date the form in the following format: Month/Day/Four-Digit Year.

AN

Only the form on the next page needs to be mailed in. All other pages are for reference.



VSP Member vSPp.
. VISION care
Reimbursement Form

To request reimbursement, complete and print this form, enclose a legible copy of your itemized
receipt(s), and send them to the following address. Be sure to keep a copy for your records.

VSP
PO Box 495918
Cincinnati, OH 45249-5918

PATIENT

Relation to Member:* (choose one)

[J Member [J Domestic Partner [J Dependent Parent [J Disabled Dependent
[J Spouse [J Child [J Full-Time Student [J Other

Date of Birth:* (mm/dd/yyyy) Gender:* [1 Male [] Female

Last Name:* First Name:* MI:

Address:*

City:* State:* ZIP*: ZIP+4:
MEMBER

Last Four Digits of SSN:*
[0 Member information below is the same as Patient

Date of Birth:* (mm/dd/yyyy) Gender:* [J Male [] Female

Last Name:* First Name:* MI:
Address 1:* Address 2:

City:* State:* ZIP:* Z1P+4:

CLAIM

Date of Service:* (mm/dd/yyyy)

[ Another insurance company made payments to you, another insurer, or the doctor’s office.
If so, attach a copy of the statement showing payment.

EXAM. ..ot $ Lens Type:* (choose one)
Frame..........ooooiiiii e, $ " Single

LenS. ..o $ ~ Bifocal

Lens Tints or Coatings...................ccevveeeeeeeenn.. $ = Trifocal

Contact Lens Exam/Fitting Evaluation................. $ [ Progressive

CONLACES. ... $ ") Lenticular
PROVIDER

Last Name: First Name:

Office Name:

Address 1:* Address 2:

City:* State:* ZIpP:* ZIP+4:

PRINT AND SIGN

I acknowledge that the above-named provider is not a VSP Preferred Provider and that VSP cannot guarantee eye care and/or
eyewear satisfaction. By signing this claim form, I certify that I have read the applicable claim fraud warnings included with
this form, and that all the information I have provided above is complete and accurate.

Claimant Signature: Date:
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Alabama, Arkansas, District of Columbia, Louisiana, Massachusetts, Minnesota,

New Mexico, Ohio, Rhode Island, and West Virginia: Any person who knowingly presents
a false or fraudulent claim for payment of a loss or benefit 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.

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. Any person who knowingly presents a false or fraudulent claim for payment of a loss is
subject to criminal and civil penalties.

California: For your protection, California law requires the following to appear on this form:
Any person who knowingly presents a 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 misleading facts or
information to an insurance company 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 presents false,
incomplete, or misleading facts or information to a policyholder or claimant for the purpose of
defrauding or attempting to defraud the policyholder or claimant with regard to a settlement or
award payable from insurance proceeds shall be reported to the Colorado Division of Insurance
within the Department of Regulatory Agencies.

Delaware, Idaho, Indiana, and Oklahoma: WARNING: Any person who knowingly, and with
intent to injure, defraud or deceive an insurer, makes any claim for the proceeds of an insurance
policy containing any false, incomplete, or misleading information is guilty of a felony.

Florida: A person who knowingly and with intent to injure, defraud or deceive any insurance
company files a statement of claim or an application containing false, incomplete, or misleading
information is guilty of a felony of the third degree.

Kentucky: Any person who knowingly and with intent to defraud any insurance company or
other person files a statement of claim containing any materially false information or conceals,
for the purpose of misleading, information concerning any fact material thereto commits a
fraudulent insurance act, which is a crime.

Maine, Tennessee, Virginia, and Washington: It is a crime to knowingly provide false,
incomplete, or misleading information to an insurance company for the purposes of defrauding
the company. Penalties may include imprisonment, fines, or a denial of insurance benefits.
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Maryland: Any person who knowingly or willfully presents a false or fraudulent claim for
payment of a loss or benefit or who knowingly or willfully presents false information in an
application for insurance is guilty of a crime and may be subject to fines and confinement
in prison.

New Hampshire: Any person who, with a purpose to injure, defraud or deceive any insurance
company, files a statement of claim containing false, incomplete, or misleading information is
subject to prosecution and punishment for insurance fraud as provided in RSA 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 York: 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 any materially
false information, or conceals for the purpose of misleading, information concerning any fact
material thereto, commits a fraudulent insurance act, which is a crime, and shall also be subject
to a civil penalty not to exceed five thousand dollars and the stated value of the claim for each
such violation.

Oregon: Any person who knowingly presents a materially false statement of claim
may be guilty of a criminal offense and may be subject to penalties under state law.

Puerto Rico: Any person who knowingly and with the intention to defraud includes false
information in an application for insurance or files, assists, or abets in the filing of a fraudulent
claim to obtain payment of a loss or other benefit, or files more than one claim for the same loss
or damage, commits a felony and if found guilty shall be punished for each violation with a fine
of no less than five thousand dollars ($5,000), not to exceed ten thousand dollars ($10,000); or
imprisoned for a fixed term of three (3) years, or both. If aggravating circumstances exist, the
fixed jail term may be increased to a maximum of five (5) years; and if mitigating circumstances
are present, the jail term may be reduced to a minimum of two (2) years.

Texas: Any person who knowingly presents a false or fraudulent claim for penalty of a loss is
guilty of a crime and may be subject to fines and confinement in state prison.

Vermont: Any person who knowingly presents a false statement of claim for insurance may be
guilty of a criminal offense and subject to penalties under state law.

Pennsylvania and all other states: Any person who knowingly and with intent to defraud

any insurance company or other person files an application for insurance or a statement of
claim containing any materially false information, or conceals for the purpose of misleading,
information concerning any fact material thereto commits a fraudulent insurance act, which is a
crime and subjects such person to criminal and civil penalties.
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Assistance Services

English: ATTENTION: If you speak another language, language assistance services, including
oral interpretation and translated written materials, are available to you free of charge.
Call 1.800.877.7195 (TTY: 1.800.428.4833).

Espaiiol (Spanish): ATENCION: Si habla espaiiol, tiene a su disposicion servicios gratuitos de
asistencia lingiiistica. Llame al 1.800.877.7195 (TTY: 1.800.428.4833).

FER2P (Chinese): ;T WRERER P, MIURBEERZBSEIRE FHE
1.800.877.7195 (TTY: 1.800.428.4833).

Tiéng Viét (Vietnamese): CHU Y: Néu ban noi Tiéng Viét, c6 cac dich vu hd trg ngdn ngit mién
phi danh cho ban. Goi s6 1.800.877.7195 (TTY: 1.800.428.4833).

Tagalog (Tagalog—Filipino): PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang
gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 1.800.877.7195
(TTY:1.800.428.4833).

2t=0f (Korean): 2| et=0{ S ArEs5tA = 49, A0 X & MH[AS F&E Z 0| Zst4
4 U E&LICt 1.800.877.7195 (TTY:1.800.428.4833) H 2 2 TSl TAHA L.

Pyccknii (Russian): BHUMAHME: Eciu Bbl rOBOpUTE Ha pyCCKOM S3BIKE, TO BaM JOCTYITHBI
Oecruiatabie yeuyru nepeBoaa. 3sonute 1.800.877.7195 (Teneraiin: 1.800.428.4833).

Arabic:

Kreyol Ayisyen (French Creole): ATANSYON: Si w pale Kreyol Ayisyen, gen sevis €d pou lang
ki disponib gratis pou ou. Rele 1.800.877.7195 (TTY: 1.800.428.4833).

Francais (French): ATTENTION: Si vous parlez frangais, des services d’aide linguistique vous
sont proposés gratuitement. Appelez le 1.800.877.7195 (ATS : 1.800.428.4833).

Deutsch (German): ACHTUNG: Wenn Sie Deutsch sprechen, stehen Thnen kostenlos sprachliche
Hilfsdienstleistungen zur Verfiigung. Rufnummer: 1.800.877.7195 (TTY: 1.800.428.4833).

Polski (Polish): UWAGA: Jezeli méwisz po polsku, mozesz skorzysta¢ z bezptatnej pomocy
jezykowej. Zadzwon pod numer 1.800.877.7195 (TTY: 1.800.428.4833).

Portugués (Portuguese): ATENCAO: Se fala portugués, encontram-se disponiveis servigos
linguisticos, gratis. Ligue para 1.800.877.7195 (TTY: 1.800.428.4833).

Italiano (Italian): ATENCAO: Se fala portugués, encontram-se disponiveis servigos linguisticos,
gratis. Ligue para 1.800.877.7195 (TTY: 1.800.428.4833).
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BZAEE (Japanese): ;TR EE . HABZFE NDHE. BEROEBIIEZSHAWLET
£, 1.800.877.7195 (TTY: 1.800.428.4833) X T, HEIE(IC TEIZTEELN,

Farsi:

2wy k& pb @ (Armenian): N1C U N 03 NhU Gk fununidbp Awpbkn ko, wyw
shquaJBwpupnnbawnmpwdwnnpybptqy wl wa wowlygnepjwa
SwnwinipPnttabp: Qui qwh wp b p 1.800.877.7195 (TTY (AL n wwnp w )’
1.800.428.4833).

Hmoob (Hmong): LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev
pab dawb rau koj. Hu rau 1.800.877.7195 (TTY: 1.800.428.4833).

YAt Punjabi: afeufG: fF3dtuartey 3, sy fararfes™ =503 dhvestu ugdl
1.800.877.7195 (TTY: 1.800.428.4833) ‘3" Jd|

g & (Hindi): @3 T2209 Fad § qT A% AA0 ThHA § ATIT GEMAdT HaAT0 3TAL B
1.800.877.7195 (TTY: 1.800.428.4833) T¥ FieT F¥|

A7 e (Thai): Bau: arany we A1 lnaan dunsalay si 1599 swad e law
3 N5 1.800.877.7195 (TTY: 1.800.428.4833).

2! m § (Cambodian): UotisoRg s*m RJ0QRNHY SﬁS AWNUANRINLoBI0S, UASIN
Bogotse: S SARNRINUI: WEIIB” Sﬁ ORONIOS ¢ oPURC SHANGBYNRAIA e:f:eifiiﬁ Ho8RIGT
FoIAIONS ' 1.800.877.7195 (TTY 1.800.428. 4833)"I

h)‘)ﬁ‘?Q‘)O (Lao) Zanvu T] 20 ")U) ?DCO ‘7&)93‘7990 NIVL D 3’)‘)1)
Q o8 Ck)_ 90 MMWIII, loev ¢ 66) 9, CCL DD w 81.)(20') un 2. tns
1.800.877.7195 (TTY: 1.800.428.4833).

Srpsko-hrvatski (Serbo-Croatian): OBAVJESTENJE: Ako govorite srpsko-hrvatski, usluge
jezicke pomoc¢i dostupne su vam besplatno. Nazovite 1.800.877.7195 (TTY- Telefon za osobe
sa oSte¢enim govorom ili sluhom: 1.800.428.4833).

QML (Bengali): SIPIIFLNSTASAAANILE, FATRETOLATOL, - TROEA8 AIBTTSTHARI T
AATOAATTAAILSTOL T [FFI ©.800.877.7195 (TTY: .800.428.4833)|

Shqipe (Albanian): KUJDES: Nése flitni shqip, pér ju ka n€ dispozicion shérbime té
asistencés gjuhésore, pa pagesé. Telefononi né 1.800.877.7195 (TTY: 1.800.428.4833).

Syriac:

To learn about your privacy rights and how your protected health information may be used, see the VSP Notice of Privacy Practices on vsp.com.

©2023 Vision Service Plan. All rights reserved.
VSP is a registered trademark of Vision Service Plan. 117593 VCCM Classification: Confidential
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