A MetLife | Vision

FORM INSTRUCTIONS

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 hand write. Fill it out on a computer, print it, and mail it in. If you decide to hand write, use blue or black ink.

Patient section:

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

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

Enter the patient’s last name and first name.

Enter the address, city, state and ZIP code.

The patient’s middle initial and ZIP+4 are optional.
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Member section:

1. Enter the Last 4 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:

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

Enter the member’s last name and first name.

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

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

1. Enter the Date of Service in the following format: Month/Day/4-Digit Year.

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

3. Selectalens 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. If the 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.
Print and Sign section:

Review the completed form for accuracy.

Read the acknowledgement paragraph.

Print the form.

Sign the form.

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

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

PROVIDER CLAIM MEMBER PATIENT

Z
o
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Relation to Member*: (choose one)
0 Member Domestic Partner
O Spouse Child

Date of Birth*: (mm/dd/yyyy) |

Last Name*:

O Dependent Parent O Disabled Dependent
Full-Time Student Other
| Gender*: Male DB Female

First Name™: | | MI: |

Address*: |

City*: |

|
| state*: [ ] zIP Code*: | | ziP+a: [ ]

Last 4 Digits of SSN*:

O Member information below is the same as Patient

Date of Birth*: (mm/dd/yyyy) |

Last Name*:

Address 1*:

City™: |

Date of Service™: O Another insurance company made payments to you, another insurer, or the
(mm/dd/yyyy) doctor’s office. If so, attach a copy of the statement showing payment.

EXaM ..o $ |

Lens tints or coatings...........ccccceeveveeveveevereenennn. $l

Contact Lens Exam / Fitting Evaluation............ $l

CONACES ... $ |

Last Name: |

| Gender*: Male @O Female
First Name*: | | M []
Address 2: |
| State*: | |ZIPCode*: [ | ziP+4: [ ]
| Lens Type*: (choose one)
| O Single O Progressive
| O Bi-focal O Lenticular
| B Tri-focal
I
I
| First Name:

Office Name: |

Address 1*:

| Address 2: |

City™: |

State*: | |ZIP Code*: | |ZIP+4: |

By signing this claim form, | certify that | have read the applicable claim fraud warnings included with this form,
and that all the information | have provided above is true and complete to the best of my knowledge. |
acknowledge that the above-named provider is not a MetLife In-Network Vision Provider and that MetLife Vision
cannot guarantee my eye care and/or eyewear satisfaction.

New York residents: 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.

Claimant Signature:

Date:

How to Submit This Form
Mail to:
MetLife Vision (Davis Vision / Superior Vision)

Attn: Claims Processing
PO Box 509

Troy, NY 12181
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FRAUD WARNINGS

Before signing this form, please read the warning for the state where you reside and for the state where the insurance
policy under which you are claiming a benefit was issued.

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 to the
extent required by applicable law.

Delaware: 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 any false, incomplete or misleading information is guilty of a felony of the third degree.

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

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, and Washington: It is a crime to knowingly provide false, incomplete 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 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.

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.
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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.

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 of 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.

Virginia: Any person who, with the intent to defraud or knowing that he is facilitating a fraud against an insurer, submits
an application or files a claim containing a false or deceptive statement may have violated the state law.
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Language Assistance Services Available

English: ATTENTION: If you speak another language, language assistance services, free of charge, are
available to you. Call 1-833-393-5433 (TTY: 711).

Spanish: ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica.
Llame al 1-833-393-5433 (TTY: 711).

Chinese: ;& : MBRFERAEEPX, EALUKREEFBESEMRE., FHEL-833-393-5433 (TTY:
711).

Vietnamese: CHU Y: Néu ban néi Tiéng Viét, c6 cac dich vu hd trg ngén ngit mién phi danh cho ban. Goi s6
1-833-393-5433 (TTY: 711).

Korean: =2|: k0| & Ar&StA|= 8%, 210 X[l MH|AE 22 0|85 4 A& L 1-833-
393-5433 (TTY: 711)H O 2 M3}sl TAIAQ.

Tagalog —Filipino: PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng
tulong sa wika nang walang bayad. Tumawag sa 1-833-393-5433 (TTY:711).

Russian: BHUMAHME: Eciu Bbl TOBOpUTE HA PYCCKOM SI3bIKE, TO BaM JIOCTYITHBI OECIIJIaTHBIC YCIYTH
nepeBona. 3Bonute 1-833-393-5433 (teneraiin: 711).

Armenian: NhCUNNRESNRL Bpb junund kp huykphl, wyw dkq wigwp Jupnn ku
npudwnnyt] (kqujut wowlgnipjut Swnwynipniuubp: Quiuquhwptp 1-833-393-5433 (TTY
(htnwwnhuy) 711).

French: ATTENTION: Si vous parlez frangais, des services d'aide linguistique vous sont proposes
gratuitement. Appelez le 1-833-393-5433 (ATS : 711).

Japanese: ;FEEIE : BAREFHEINIEE. BHOEBEXEZ CFRAWEITET,
1-833-393-5433 (TTY: 711)E T, BBIEICT HEHLKCIZS LY,

Tongan: FAKATOKANGA'’I: Kapau ‘oku ke Lea-Fakatonga, ko e kau tokoni fakatonu lea
‘oku nau fai atu ha tokoni ta’etotongi, pea teke lava ‘o ma’u ia. Telefoni mai 1-833-393-5433 (TTY: 711).

Serbo-Croatian: OBAVJESTENIJE: Ako govorite srpsko-hrvatski, usluge jezi¢ke pomoéi dostupne su vam
besplatno. Nazovite 1-833-393-5433 (TTY- Telefon za osobe sa oSte¢enim govorom ili sluhom: 711).

Cambodian: lit3e5¢: (igu 0Sxg HESOun w A0auleiyl, Uiy wedsssO
UItWBSHMO/0NU SHOGUISAIIO HIHO™Y 1 S109007 1-833-393-5433 (TTY: 711)

Punjabi: fimirs fe€: A 3@ Uarst 982 J, 370 57 fefll Sarfes A 3973 8 Has Quseg 3
1-833-393-5433 (TTY: 711) '3 IS I
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German: ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche
Hilfsdienstleistungen zur Verfugung. Rufnummer: 1-833-393-5433 (TTY: 711).

Ambharic: 0F@0q: 299.575F €Y ATICT NPT CHCTI® ACST LCEPTE N12 ALLTHP T THOEHPA: DL TLNTAD- RTC
2.L@+( 1-833-393-5433 (ao09+ A+aGFo-: 711).

Ukrainian: YBAT A! SIkio Bu po3MOBIISIETE YKPATHCHKOIO MOBOO, BU MOYKETE 3BEPHYTHCS 10 OE3KOMITOBHOT
CITy>KOU MOBHOT miaATpUMKH. Tenedonyiite 3a HomepoM 1-833-393-5433 (tenerain: 711).

Nepali: e afjer; qur [ Jureft shteqg-s st qur_[oht e v werrar @eme T e O Sucisy © | 9 T{eg.
1-833-393-5433 (fefear A 711) |

Romanian: ATENTIE: Daca vorbiti limba roména, va stau la dispozitie servicii de asistenta lingvistica,
gratuit. Sunati la 1-833-393-5433 (TTY: 711).

Sudan (Fulfulde): MAANDO: To a waawi [Adamawa], e woodi ballooji-ma to ekkitaaki wolde caahu. Noddu
1-833-393-5433 (TTY: 711).

Thai: seu: ownawanu lneamannsolysusmsmemaonnelas Tns 1-833-393-5433 (TTY: 711).

Laotian: 2UQ90: 1999 NIVCOIMWITI 290, NIVVINIVROBCMSOIVWIFY, L0BVCIIO,
CHVLWOLIOVI. LS 1-833-393-5433 (TTY: 711).

Cushite/Oromo: XIYYEEEFANNAA: Afaan dubbattu Qroor;niffg lajagjila gargaarsa affa?n.ii, kanfaltiidhaan
ala, ni argama. BilbARRL-833-393 5033 Ry e Sis2e ol lics woa s IS0 @)l da) ajlae

_ _ 5433-393-833-15) 0 Sy e TTY: 711 a2 olgis, o
Persian (Farsi):

Arabic:
ads ooz 130 i i 10 ) g Be Ay el Yaule 38 Vg 558 codi ) (& Qlaaly, Mgal e 5433-393-833-1
) 711 el Yoae shda

Navajo
Dii baa akd ninizin: Dii saad bee yaniltti’go Diné Bizaad, saad bee aka’anida’awo’dé¢’, t’aa

jiikk’eh, éi nd holg, koji” hodiilnih 1-833-393-5433 (TTY: 711)

R4 (Hindi)
et % 4f2 arg @ @ & & ares e o & wrar agraEr Jar
TUFS F1 1-833-393-5433 (TTY: 711) T FA FL|
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