
mrr
GROUP VISION CARE CLAIM FORM

BENEFITS
RETURN TO: SOUTH POINT BENEFITS

9777 Las Vegas Blvd. South
Las Vegas, NV 89183

EMPLOYEE'S INFORMATION

Nama and Homa Addraaa
Mr.
Mrs.
Mb,

of Empfoyaa (PRINT)

Addraaa

la your apouaa amployad?
If daim la for any ehHd.

Aptf

DYaa DNo

DYaa DNo

Social Sacurtty No.

Caty Stata Zip

Marital Status:
DSinoJa
DDivorcad

OWidowad
DMarrtad
DLagaHy Saparatad

Data of Birth

Month

If tha anawar to either is "Yaa", please show in "Remarks" tha namas of tha pan
amployad, and tha nama and address of thair raapactiva amployars.

to patter* also covarad for vWon car* banaflta from any othar aourca? DYea DNo

Waa Mnaaa or Injury dua, In any way, to the patient's occupation?

DYaa DNo If "Yaa". Explain

Day Yaar

ions who ara

Remarks

Waa examination raquirad by employer aa condition of
amptoymant?

DYaa DNo

DEPENDENT'S INFORMATION (Complete Only If Patient Is A Dependent)

Nama of Dapandant Data of Birth Relationship

DWHa D Husband DChiW

D Other (Raiationshtp)

Marital status if othar than spousa

DSingla DMarriad Dwidowad

DDivorcad D Legally Saparatad

I hereby certify that tha above statements ara correct.
Employe*'* Signature

I authorize payment of vision benefits to undersigned physician or supplier for services described below.

Employee's Signature

SECTION B To Be Completed By Doctor

Patient's
Mama Age

Date service began Date completed

Ara these aunglaiiii? DYea DNo

Ara tha atoiiii anted? DYaa DNo

H yea: what ttnt » was used?

A. Was this a result of cataract surgery? DYes DNo

PRESCRIPTION WRITTEN BY-

Doctor's or Dispenser's

Plaaas Print or Type Degree

*i«*m

Doctor's or Dispenser's
Signature Date

Employer 1 0 NO Telephone

CHARGES

1. Examination

2. Lenses

Type t Number

One

Single Vision D

BMocal D

Tri-focal D

Other

3. Frames

TOTAL C

AND

Two

D

D

D

D

SERVICES

$

1

$

*

*
i

HAMOES i


