CLAIM FORM 1: REIMBURSEMENT
FOR OUT-OF-NETWORK BENEFIT

Out-of-Network Claims if you
have OQut-of-Network Benefits

Use this form if you receive vision services from an out-of-network eye doctor and you have
out-of-network benefits. If your plan does not include out-of-network benefits, please see
the Network Exceptions form, claim form 2, for separate processing instructions.

If you are a Medicare member, you may use this form or just submit a written request with
all information that would be on the form.

To request reimbursement, please complete and sign the itemized claim form.
Return the completed form and your itemized paid receipts to:

First American Administrators, Inc.
Attn: OON Claims, PO Box 8504, Mason, OH 45040-7111

Patient Last Namet Patient First Namet Ml

Birth Date (MM/DD/YYYY)t  Street Address?

City? Statet Zip Code’

Patient Member ID # Relationship to Subscriber?
Self |:| Dependent |:|

"Required continued 1



CLAIM FORM 1: REIMBURSEMENT FOR OUT-OF-NETWORK BENEFIT

Subscriber Last Namet Subscriber First Namet Mli

Birth Date (MM/DD/YYYY)t Street Addresst

City" State’ Zip Code'
Vision Plan Name Date of Servicet (MM/DD/YYYY)
Vision Plan Group # Subscriber Member ID #

Doctor or Store where patient received services

Provider's Name? Provider’'s NPI

Provider Street Addresst

City? State’ Zip Codet

"Required continued



CLAIM FORM 1: REIMBURSEMENT FOR OUT-OF-NETWORK BENEFIT

Request for Reimbursement

Enter Amount Charged.r Remember to include itemized paid receipts.’

Service Tvbe Amount Lens Tvoe Please Lens Options: Amount
P Charged YP€ " Check (if purchased)  Charged
Exam Single Anti-Reflective
oo $ ee O oo $
92014 V2100 V2750
Refraction S Bifocal D Polycarbonate S
*92015* *V2200* *V2784*
Frame Trifocal Scratch
*V2025* > *V2300* D *V2760* >
Contact Lens S Progressive D Tint S
*SO0500* V781" *V2745*
Contact Lens S Prem Prog [] uv S
Fitting *92310* *V278126* *V2755*
Lenses Other Roll and Polish
S s *V2702* >
Enter Total Amount Paid as shown on receipt, S
excluding sales tax"

| certify that | have read the state fraud warnings. If | want a printed copy, | can contact the
customer call center. | understand that | may be denied reimbursement if | am not eligible
for out-of-network benefits or if | do not supply the requested information for the claim. |
authorize any insurance company, organization employer, ophthalmologist, optometrist and
optician to release any information with respect to this claim. | agree with all statements
above and certify all of the information furnished on this form is true and correct.

Member/Guardian/Patient Signature (not a minor)’ Datet

TRequired 3
PDF-2005-M-390


https://www.eyemed.com/en-us/member-bill-of-rights

Discrimination is Against the Law

Network Health complies with applicable Federal
civil rights laws and does not discriminate on the
basis of race, color, national origin, age, disability,
or sex, including sex characteristics, including
intersex traits; pregnancy or related conditions;
sexual orientation; gender identity, and sex
stereotypes. Network Health does not exclude
people or treat them less favorably because of race,
color, national origin, age, disability, or sex.

Network Health:

e Provides people with disabilities reasonable
modifications and free appropriate auxiliary aids
and services to communicate effectively with
us, such as:

o Qualified sign language interpreters

o Written information in other formats (large
print, audio, accessible electronic formats,
other formats).

e Provides free language assistance services to
people whose primary language is not English,
which may include:

o Qualified interpreters
o Information written in other languages.

If you need reasonable modifications, appropriate
auxiliary aids and services, or language assistance
services, contact Network Health’s Compliance
Officer.

If you believe that Network Health has failed to
provide these services or discriminated in another
way on the basis of race, color, national origin, age,
disability, or sex, you can file a grievance with:

Network Health

Attn: Compliance Officer

1570 Midway Place

Menasha, W1 54952

Phone: 855-232-2814

(TTY users should call 800-947-3529)
Email: compliance@networkhealth.com

You can file a grievance in person or by mail, fax, or
email. If you need help filing a grievance, Network
Health’s compliance Officer is available to help you.

You can also file a civil rights complaint with the
U.S. Department of Health and Human Services,
Office for Civil Rights, electronically through the
Office for Civil Rights Complaint Portal, available

at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or
by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.

This notice is available at Network Health’s
website: networkhealth.com.

Notice of Availability of Language Assistance
Services and Auxiliary Aids and Services

ATTENTION: Free language assistance services are
available to you. Appropriate auxiliary aids and
services to provide information in accessible formats
are also available free of charge. Call 855-232-2814
(TTY: 800-947-3529) or speak to your provider.

Albanian: Nése flisni shqip, shérbime falas té
ndihmés s€ gjuhés jan€ né dispozicion pér ju.
Ndihma t€ pérshtatshme dhe shérbime shtesé pér t&
siguruar informacion né formate t€ pérdorshme jané
gjithashtu né dispozicion falas. Telefononi 855-232-
2814 (TTY: 800-947-3529) ose bisedoni me
ofruesin tuaj t€ shérbimit.

Arabic: 4nt claad el [ giiud dg el alll st s 1)
Anilaall 4 galll sac el Cilada g 3acbue Jilu g i 501 LS
Ul Leall o sl Sy gy e slaal) 5 Gl

A e Juail 2814-232-855 (3529-947-800)
Aaadll atia ) Caaas

Chinese: WIS IEUEH L, AT R T NE
PR HE S BIRSS . IRATE S A AEIE Y
A Bh T REAIRSS, DATGkEmGHs R s
B HUH 855-232-2814 (SUASHLTE: 800-
947-3529) ELE MRS IR LR .
French: Si vous parlez Frangais, des services
d'assistance linguistique gratuits sont a votre
disposition. Des aides et services auxiliaires
appropriés pour fournir des informations dans des
formats accessibles sont également disponibles

gratuitement. Appelez le 855-232-2814 (TTY : 800-
947-3529) ou parlez a votre fournisseur.


mailto:compliance@networkhealth.com
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html
https://networkhealth.com/

German: Wenn Sie Deutsch sprechen, stehen Thnen
kostenlose Sprachassistenzdienste zur Verfiigung.
Entsprechende Hilfsmittel und Dienste zur
Bereitstellung von Informationen in barrierefreien
Formaten stehen ebenfalls kostenlos zur Verfiigung.
Rufen Sie 855-232-2814 (TTY : 800-947-3529) an
oder sprechen Sie mit [hrem Provider.

Hindi: H%&rrq%?ﬁaﬁaﬁ% a‘r%ﬁ«m
ﬁwwm@amma?ﬁ%@?m
UReUl B OB RI U $R o g

TETI® F1eA 3R Fany off f:3[ew Iuas 855-
232-2814 (TTY : 800-947-3529) TR Hid b Al
30 Yardr 4 §1d e |

Hmong: Yog hais tias koj hais Lus Hmoob muaj
cov kev pab cuam txhais lus pub dawb rau koj. Cov
kev pab thiab cov kev pab cuam ntxiv uas tsim nyog
txhawm rau muab lus ghia paub ua cov hom ntaub
ntawv uas tuaj yeem nkag cuag tau rau los kuj yeej
tseem muaj pab dawb tsis xam tus nqi dab tsi ib
yam nkaus. Hu rau 855-232-2814 (TTY : 800-947-
3529) los sis sib tham nrog koj tus kws muab kev
saib xyuas kho mob.

Korean: 2= 0| E ALE3IA|= 2 F =& 210
K& MH|AE 0|85 4= A LICE 0| &
tsetgAos YEE NS5t HESEXR
717 A MH|AE B2 2 HSE L L 855-232-
2814 (TTY : 800-947-3529) HO 2 M3}t AL}

MH|A KIS EM O E2lotd A2

Laotian: tjuiancdawazm 270,

2 503NIVFOB0IMWIFICCLLLCTIOE LI,
Scdo9goe ot
NILLSNIVCCLLLCTBBITCHTVITS VDS lwZuLIL
sUCCLLHFIVIOCECTIT. Tmacs 855-232-2814
(TTY : 800-947-3529) B
SuHVEIOSNIV29UIW.

H5215 5105-01f-0724 C

Pennsylvania Dutch: Wann du Druwwel hoscht fer
Englisch verschtehe, kenne mer epper beigriege fer
dich helfe unni as es dich ennich eppes koschte
zeelt. Mir kenne dich helfe aa wann du Druwwel
hoscht fer heere odder sehne. Mir kenne Schtofft
lauder mache odder iesier fer lese un sell koscht
dich aa nix. Ruf 855-232-2814 (TTY: 800-947-
3529) uff odder schwetz mit dei Provider.

Polish: Osoby méwigce po polsku mogg skorzystaé
z bezptatnej pomocy jezykowej. Dodatkowe
pomoce i ustugi zapewniajace informacje w
dostepnych formatach sg réwniez dostepne
bezptatnie. Zadzwon pod numer 855-232-2814
(TTY : 800-947-3529) lub porozmawiaj ze swoim
dostawca.

Russian: Eciu Bbl roBOpHUTE Ha pyCCKUH, BaM
JOCTYITHBI OECIUIaTHBIE YCIIYTH S3bIKOBOM
nojaep>Kku. COOTBETCTBYIOIIME BCIIOMOTaTEIbHbIC
CpEeACTBa M yCIIyTH M0 NPEAO0CTABICHUIO
uH(pOpMaIUU B TOCTYIHBIX (opMaTax TakxKe
npeocTasisAoTes 6ecruiatHo. [1o3BoHuUTE 1O
tenedony 855-232-2814 (TTY : 800-947-3529)
WM 00paTUTECh K CBOEMY ITOCTABIIMKY YCIYT.

Spanish: Si habla espafiol, tiene a su disposicion
servicios gratuitos de asistencia lingiiistica.
También estan disponibles de forma gratuita ayuda
y servicios auxiliares apropiados para proporcionar
informacion en formatos accesibles. Llame al 855-
232-2814 (TTY : 800-947-3529) o hable con su
proveedor.

Tagalog: Kung nagsasalita ka ng Tagalog,
magagamit mo ang mga libreng serbisyong tulong
sa wika. Magagamit din nang libre ang mga
naaangkop na auxiliary na tulong at serbisyo upang
magbigay ng impormasyon sa mga naa-access na
format. Tumawag sa 855-232-2814 (TTY : 800-
947-3529) o makipag-usap sa iyong provider.

Vietnamese: Néu ban noi tiéng Viét, chung to6i
cung cAp mién phi cac dich vu ho trg ngdn ngir. Cac
hd tro dich vu phu hop dé cung cép thong tin theo
cac dinh dang d& tiép can cung dugc cung cap mién
phi. Vui 1ong goi theo s6 855-232-2814 (Nguoi
khuyét tat: 800-947-3529) hodc trao d6i voi nguoi
cung cap dich vu cia ban.
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