
mportant [nformation:

. Use this form to request reimbusement for services received fiom a non-participating provider.

. Expenses for both eye examinations and eyewear can be listed on this form.

. Make sure that all applicable sections are completed, that you and the provider have signed the form, and all services, costs, and service da

have b€eu ent€red. A signed itemized receipt from the provider must be attached to this claim form.

. Please note that the member's signature is requied on this form.

. Mail completed form along with original receipts to: CSEA Employee Benefits Fund, PO Box 516, Latham, NY 12110.

. To veriff yotu current eligibility or speak with a representative, contact us at l-800-323-2732.

Member Name:

Mailing Address:

Business Phone:

Member Social Security No.:

Home Phone:

Patient Name:
Firn

Rel,ationship: tr Member tr Spouse tr Ch.ild (Date of Birth): E Odrer

ErlmiDer

.{8[rei

Dispenser

Name:

{ddrca: Addless:

State:City:lity: State: Zipi zip:

lederal Tax I.D. Numben

)hon€ Number:

Federal Tax I.D. Nuobec

Phone Number:

'rovider Signature: Provider Siglature:

Service Datc of S€rvice Amoult

. EYe Examhation $

:. Fralres $

,. Sinsle Vrsiotr Lenses (not plano)

1. Bifocal Lcnses $

Cootact L€nscs

. Cataract S.V. Lrlses

. C-araract Bifocal Lenses $

btal

cqtiry t't 6c informafiotr otr this form is cofiect sd ru66ize ttc &ovi&r to ldersc lptropriat hformation rceary to proccss tbis clailr according to plarl betrefit

rovisiro6.

M.Db.r dg!|hir


