
Anypersmwhokno{ing|yandwi|hintenttoinjUre,defraudordeceiveanyinsUrancemmpanyoroherpersonf|esanapp|icationfoIinsurar)ceorstatementofc|aimconlnlrany
materially false infornalion or conceals, fu he pupose of misleadirE, informalion conceming any facl material hereto commib a faudulent insumnce acd which is a dime and
subjecls such peFon to criminal and civil penalties.
Attention Arl(ansas, louisiana and WsstVirginia Residenb: Any pe6on wfio knodingly presenb a false orfaudul€nt claim for p€yment of a lo6s or benefil or knorvingly
presenb false information in an application for insurance is guilty of a cdme and may be subied to lin€s and corfinemenl in prison.
Attention Califomia, ohio 8nd Pennsylvania Residents: Any pe6on who knowingly and with inbnt to deftaud any insurance cornpany or olher person fl€s an application foa
insuranceofstatefEntofc|aimconhjninganyIrEteria||yfa|seinfo.malionormncea|s'forthepUrposeofmisleading,informationconceminganyfactmateria|erbmmmha
fEudulent insurance act, whidr is a criflE and subiecb such Detson b criminal and civil Denalties.
Attentionco|or8doResideIb:|tisun|awfu|tokno!t/inglyprovidefa|se'inmmp|ete'ormis|eBdingfacborinf0qnationbaninsurancecompanyforthepurpoeof
attempting lo defraud he company. Penalties may include impdsonnEnt, tines. denial of insuBnce, and civil dam4es. Any insuEme company or agent of an insurance company
Whokno't/irE|yprovij€sfbe'irrompleb'o{mis|eadingfacborinfomaliontoapo|ic}ho|derorc|aimantforthepuDoseofdefIaudingoratemptingtodefraud1
c|aimantwi|hregadtoasett|errBntofawardpayab|efrominsuranceproce€dssha||berepori€dlotheco|oradodiVisionofiNUnncewi|hinthedepaItment0freguIatorenc|$'
AttentionF|oddaResidenb:Anypersonwhokno{ing|yand|vihintentbinjUre,defIaud,ordeceiveanyinsurer,f|€saStatementofc|aimoranapp|icati0nh|n|rfyfbe,
incomplete or misleadirE informatim is guify of a felony of the thid degree.
Anention K8nsas Residents:Any person who knor4/ingly and wih intent to injure, defiaud or deceive any insumnce company or oher person subrnib an enrollnEnt fom for
insuranceoI5tateIrEntofc|aimcontaininganymateria||yfa|seinfomalionorconcea|s,fofhepumoseofmisleading,informationconceminganyfctmateria|1hebmayhaW
violaled sltte lav.
Attrntion Kentucky Residcnts: Any person who knorr/irEly and wilh inbnt b deJraud any insurance company or oher person fles an application for insurance or statement of
c|aimcontaininganymatefia|lyfa|seinbfnatjonorconceals,forlhepUrpceofmisleading,informalionconceninganyfactmateda|lhertommmibafaudunt|nsumred
which is a crime and may subject such person to diminal ard civil penalties.
Attenuon Mains and Tsnnesse€ Residents: lt b a ilrp to kno'aingly provkje false, incomplete or misleading infomatim to an insurance company for lhe purpose of defrauding
the company. Penalties may indude imprisonment, fnes or denial of inlurance benefs.
Attention New JerEey Residenb:
Ar]yperson.,foinc|udesanyfabeo(mis|€dinginforma1iononanapp|icationfotaninsurancepo|icyorknowing|yfIesastaterrEntofc|aimcontainingany|$ormb|d|r
information is subjecl to criminal and civil penalties
Attention Nerv York Residen$: Any peron who kno',lingly and with int€{ b defraud any insurance company or oher person fil€s an application for insunnce or statement of
c|aimmntaininganynEteria|Iyfabeinfrmation,orconcea|sfor1hepUrposeofmis|eading,iffomalionconcemirEanyfetmabda|lheeto'commibafra|.ldu|erltinsUra4t
wfiich is a dime, and shallbe subl,gct to a civilpenalty not b exceed five thousand dollars and the stated value ofthe claim for each violatbn.
AtiEniion North Carolina Residenb: Any person who knorvirEly and with intent to injure, defraud or deceive any insu€nce company or oher person files an application for
insUranceorstaternentofc|aimcontaininganymabialfyfa|seinformati0noronceals'fo{hepurposeofmis|eding.informalioncorEeminganyfactmaleria|tlefebcomma
fraudulent insurance acl whrch may be a sime and subjecls sudr psson to ciminal and civil penalties.
Attention0k|ahomaiesident:WARN|NG:Anyper;nwhokn0i,.iing|y,-and|vihintenttoidjure,defIaudoIdeceiveanyinsureI'makesanyc|aimfortheproc
poflcy conlilnng any |il|se, ncompe€ 0r m6ea0ng nnmaxon s gu ly ol a rcbny.
Afiention Orcgon Residents: Any person who 'rih intent lo injure, defraud o( deceive any insurance mmpany or oher person submib an enrcllrnent form for insurance or
sialemenlofc|aim_containin9anymateda||y'a|seinfomationorconcea|sforlhepurp06eofmb|eading,informationconcerninganyfactmatea|therdomrhevb
AttrntionPuedoRicoRgsid€nt5:Anype$onwhokno,/ing|yandwitht|EintenliontodefIaudinc|Udiesfa|seinforrnalioninanap'I)|icnfr|ru
lilirE of a haudulent claim to obfairl paynEnt of a lcs gr otret beneit, or files rnor lhan ooe claim for the sarne lo6s or damage, commits a fdony and if found guilty shall be
punishedforethvio|ationwithafineofno|essthanfvehousanddo||a6($5,000),nottoexceedtenthousanddo||ars($10,D00)iorimpdsonedforafedtedroflh
bolh. lfaggravaling circumsk.ryes odst th€ fxed iail brm may be increased b a maximum of five (5)years; and if mitigaling drqlnEhnces are pr€sent, he jail lerm may i;
r€duced to a minimum of two (2) years.
AttentjonvermontResidents:Anypersonwiokno^/inglyandwihintenttoinjure,defraudo{deceiveanyinsurnce@mpanyorot]erpersonf|€sanapp|icationforinsuraIf
s|a|ementofdaimmnlainingarrmateria||yfa|seinforma|ionoIconceals,forthepurposeofmis|eading'informationmnc€minganyfactmaterialfleretocommibadule
insurance et, whid| may be a crioE and may subjecl sudr person to criminal and cMl penalties.
Attention Mrinia Residenb: Any person who knowing}y and wih intent to injure, defraud or deceive any insurance cofpany or olher peFon fbs an application br insurance or
statene0tofdaimmntaininganynEteIia||yfalseinfomation.orconceab,forhepurposeofmis|eading,infomationmnceminganyfac1mateIia|lhereto(mbahdubdd'
which is a cime and subject sudr peEon to siminal and civil penallies.
Attention Washinglon Residents: .lt is a crime to knowingly provide false, incomllete, or misleading information to an insurance company for the purpose ofdefrauding
the company. Penalties include imprisonment, fines, and denial of insurance benefib.

XAetna Vision Benefits - Claim Instructions

NOTE: INCOMPLETE CLAIM FORMS WILL BE RETURNED TO YOU FOR MISSING INFORMATION. THIS WLL DELAY THE
PROCESSING OF THE CLAIM. FOR FASTER, EASIER SUBMISSION OF CLAIMS, THE PROVIDER MAY CONTACT THE AETNA
CLAIM PROCESSING CENTER FOR INFORMATION REGARDING ELECTRONIC CLAIM SUBMISSIONS.

TO THE EMPLOYEE

1. Complete items one (1)through twenty-two (22) in full.
2. Complete items 23-27 only if other medical coverage exists.
3. Be certain to sign the authorization to release information block (28).
4. lf you wish to have your benefits for this claim paid direcily to your physician or supplier, sign the block (29).
5. lf you have submitted a request for benefits to another plan, including Medicare, attach a copy of the bills you submitted to the other

plan and the explanation of benefits you received from the other plan.
6. Incomplete forms will delay payment.
7. Send the completed benefits request and the bills to the Aetna office address listed on the back of your medical lD card.

TO THE OOCTOR

1. Complete items thirty (30)through fortyjour (44) in full.
2. lf the employee indicates that benefits should be paid directly to the doctor, then these benefits will be sent directly to you with an

information copy ofthe lransac{ions to the employee.

TO THE DIIiPENSER
1. Complete items forty-tive (45)through fifty-five (55) in full.
2. lf the employee indicates that benefits should be paid directly to the dispenser, then these benefits will be senl directly to you with an

information copy ofthe transaclions to the employee.
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XAetna Vision Benefits Request Refer to the back of your lD card
for claim mailing address.

TO BE COMPLETED BY EMPLOYEE
1. Employels Name 2. Policy/Group Number

3. Employee's Aetna lD Number 4. Employee's Name 5. Employee's Birthdate (MlilDDtvYYY)

6. LlActive lJ Retired
Date of Retirement

7.Employee's Address (include zip code) [ Address is new 8. Employee's Daytime Telephone Number

)
9. Patient's Name 10. Patient's Aelna lD Number 1 1. Patient's Birthdate (MM/DDNYYY) | 12. Patient's Relationship to Employee

I  n s e r  ! s p o u s e  ! c n i t o  E o t n e r
13. Patients Address (if difierent from employee) 14. Patient 's Sex 115. Ful l  Time Student

n M a t e n F e m a t e l  t r N o  E Y e s
'16. Patient's Expected Graduation Date | 17 Name of School City

18, Patient's Marital Status
!  Marr ied n Single

19. ls patientemployed?
E r u o  n Y e s

20. Name & Address of Employer

21. ls claim related to an accident?

fl No fl Yes lf yes, date t ime
122, ls claim related to employment?

f l  a m E p m  |  t r t r t o  ! Y e s
23, Are any lamrly memDers expenses covered by anomer group nealm plan, group pre-payment plan (Bue

Cross-Blue Shield, etc.), no fault auto insurance, Medicare or any federal, state or local government plan?
l  tto n Yes

24. ll yes, list policy 0r contract nouer, policy 0r contract numbe(s) and name/address 01 insurance
company or administrator:

25. Membeds lD Number 26. Membe/s Name 27. Membeis Birthdate (M^nVDDNYY{)

28. To all Droviders ofheallh carel
You are authorized to provide Aetna Life Insurance Company orone ot its afiiliated companies ('Aetna"), and any independent claim administrators and
consulting health professionals and utilization review organizations wilh whom Aetna has conlracled, information conceming health care advice, trcatrnent or
supplies provided lhe patient (induding that relating to mental illness and/orAlDS/ARC/FIIV). This infomation will be used to evaluate claims for benefts.
Aetna may provide lhe employer named above with any benefit calculation used in payment ofthis daim for the puFose of reviewing the experience and
operation of the policy or contrad. This authorization is valid for the term ol the policy or contrad under which a claim has b€en submitted. I know that I have a
right to receive a copy of this authorization upon request and agree that a photographic copy ot thls authodzation is as valid as the original.
Patient's or Authorized Person's Signature Date

29. I authorize payment of vision care benefits to the doctor and/or dispenser.
Patient's or Authorized Person's Signature Date

TO BE COMPLETED BY PHYSICIAN OR SUPPLIER
30. Docto/s Name & Address (include zip code) 31. Telephone Number

( )
32. Enter the taxpayer identifying number to be used for 1 099 repo(ing purposes.

You are required under authority of law to furnish your taxpayer identifying number.

33. National Provider ldentifier 34 Title

n M.D I  o.o.  n o.o.
35, Examination Date(s)

36. Has Cataract surgery been
oerformed?
! uo fl Yes

37. Can visual acuity be restored to 20170 in
better eye with conventional eyeglasses?

l x o  E Y e s

38, Does patient require a prescription change at this
time?

I tto [-l Yes
39. Diagnostic Code(s)

40, Indicate diagnosis or nature 0f disease or injury or vision disorder, indicate procedure code numbers 41. Visual acuity conected to

42, Doctois Prescriotion 43. Professional Service AmOunt
Exam (HCPC/CPT) $ |

Sa lesTax( i fany)  m
Total

Amount Paid by Patient

Sphere Cvlinder Axis Prism Base
R.E,
L.E.

Reading Add R.E. + L .E . + .

q'|herbycef.rhathepr0cedulesasindicatedbydatehavebeencomp|etedandhat|hefeessUbhittedareheacfa|fees|havechargedtl ispa|ientandintendtoacptforho$
procedures.
Doctor's Signature Date

Note: In lieu of dispenser completing this section a laboratory bill can be aftached. Dispenser must siqn this form, enter amount paid bv patient,
45. Dispense/s Name & Address (include zip code) 46. Telephone Number

( )
47. Enter the taxpayer identifying number to be used for 1099 reporting purposes. You are

required under authority of law to fumish your taxpayer identifying number.

48, National Provider ldentifier 49.Title
E Optician E Optometrist E Oohthalmoloqist

50. Date
[] oroer
n oelivery

51. Matedd Supplied

n Glass ! Plast ic
E  p a i r  Z  l t z p a u

n OversizedI T i n t # _
! otner

52. Type of lenses dispensed,
E None
n Single (HCPC/CPT)_
D sifocat (HCPC/CPT) _
I Trifocal(HCPC/CPT) _
n Lenticular (HCPC/CPT) _
fl Contacts (HCPC/CPT) -
fl Sunglasses (HCPC/CPT) -
fl Otner (specify below) (HCPC/CPT)

lf contact lenses, please complete

fl Therapeutic (HCPC/CPT)
fl Non-Therapeutic (HCPC/CPT)_
n Hard Lenses (HCPC/CPT) _
fl Soft Lenses (HCPC/CPT)_

53a. lf frames, please complete

I Frames (HCPC/CPT)

54. Professional Service
Lens Charge

Frame Charge
Optional Lens

Frame
Disp. Fee Lens

Frame
Sales Tax (if any)

Total
Amount Paid By Patient

Amount
$ l

$ I
I

$

55. I hereby ce.tit that I have performed the services as indicated hereon and that the fees submitted are the adual fees I have charged this patient and intend to
accept for those procedures.
Dispenser's Signature Date


