
 
 

  
  

 

 
 

  

   

   

  

  
  

  

 
 

Aetna VisionSM Preferred out-of-network   
claim submission made easy 

Went out-of-network? No problem, let’s walk through it 
If you saw an out-of-network eye doctor and you have out-of-network benefits, your next step 
is to send us your completed claim form. You can now submit your form online, by mail or fax: 

1.  Complete form online 

Log in to your Aetna Vision account, 
AetnaVision.com select “claims” from 
the menu and then “Out-of-network 
claim form.” 

or 2.  Send by mail or fax 

Complete and return the form to the address   
below or fax to 1-866-293-7373.  

First American Administrators, Inc. 
Attn: OON Claims, P.O. Box 8504, Mason, OH 45040-711 

Stay in network and save on your next visit 

Visit an in network provider 
The benefits are clear. When you stay 
in network, you save more money and 
get the full value of your vision benefits. 

It’s easy to find a provider 
Easily find an eye doctor at 
AetnaVision.com or on the Aetna 
Vision Preferred mobile app. 

*FOR IN NETWORK DISCOUNTS: Discounts available 
at participating in network providers. Discounts and 
benefits may vary. Check your benefits. 

No paperwork. No hassles. 
When you visit a network provider, 
it’s easy to get an eye exam and get 
on with your day. 

Never pay sticker price in network 
When you stay in network, you get 
discounts like:* 
• Up to 40% off additional pairs 

of prescription glasses 
• 20% off non-prescription sunglasses 
• 20% off any balance over your 

frame allowance 

Aetna.com 
©2025 Aetna Inc. 
6900101-01-01 (12/25) 

https://eyedoclocator.aetnavision.com/aetna/en-us
http://AetnaVision.com
https://eyedoclocator.aetnavision.com/aetna/en-us
http://Aetna.com


Apple, the Apple logo and iPhone are trademarks of Apple Inc., registered in the U.S. and other countries. 
App Store is a service mark of Apple Inc. 

Google Play and the Google Play logo are trademarks of Google LLC. 

Policies and plans are insured and/or administered by Aetna Life Insurance Company (Aetna). Certain 
claims administration services are provided by First American Administrators, Inc., and certain network 
administration services are provided through EyeMed Vision Care (“EyeMed”), LLC. Providers in the Aetna 
Vision network are contracted and credentialed through EyeMed Vision Care, LLC according to EyeMed’s 
requirements. EyeMed and Aetna are independent contractors and not agents of each other. Provider 
participation may change without notice.Refer to Aetna.com  for more information about Aetna® plans.  

©2025 Aetna Inc. All trademarks and logos are the intellectual property of their respective owners. 

DISCOUNT OFFERS ARE NOT INSURANCE. They are not benefits under your insurance plan. You get access to 
discounts off the regular charge on products and services offered by third party vendors and providers. Aetna 
makes no payment to the third parties—you are responsible for the full cost. Check any insurance plan benefits 
you have before using these discount offers, as those benefits may give you lower costs than these discounts.  
Not available to NY policyholders. Discount vendors and providers are not agents of Aetna and are solely 
responsible for the products and services they provide. Discount offers are not guaranteed and may be ended 
at any time. Aetna may get a fee when you buy these discounted products and services. 

Aetna is the brand name used for products and services provided by one or more of the 
Aetna group of companies, including Aetna Life Insurance Company and its affiliates (Aetna). 
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OUT-OF-NETWORK VISION SERVICES CLAIM FORM 

Claim form instructions
You may be eligible for reimbursement when you visit an out-of-network provider.  
To request reimbursement, return the completed form and your itemized paid receipts to:  

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

Fax claim form to 
1-866-293-7373 

Patient last name† Patient first name† MI 

Birth date† (MM/DD/YYYY) Street address† 

City† State† ZIP code† 

Patient member ID # Relationship to subscriber 

Self Dependent 

Doctor or store name where you received service† 

Subscriber last name† Subscriber first name† MI 

Birth date (MM/DD/YYYY) Street address 

City State ZIP code 

Vision plan name Date of service† (MM/DD/YYYY) 

Vision plan group # Subscriber member ID # 

†Required continued 3 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

OUT-OF-NETWORK VISION SERVICES CLAIM FORM 

Request for reimbursement
Enter amount charged.† Remember to include itemized paid receipts.† 

Service type 
Amount  
charged 

Lens type 
Please 
check 

Lens options:  
(if purchased) 

Amount  
charged 

Exam 
*92014* 

$ 
Single 
*V2100* 

Anti-reflective 
*V2750* 

$

Refraction 
*92015* 

$ 
Bifocal 
*V2200* 

Polycarbonate 
*V2784* 

$

Frame 
*V2025* 

$ 
Trifocal 
*V2300* 

Scratch 
*V2760* 

$

Contact lens 
*S0500* 

$ 
Progressive 
*V2781* 

Tint 
*V2745* 

$

Contact lens 
fitting *92310* 

$ 
Prem prog 
*V278126* 

UV
*V2755* 

$

Lenses 
$ Other $ 

Roll and polish 
*V2702* 

$

Enter total amount paid as shown on receipt, 
excluding sales tax† $

I hereby authorize any insurance company, organization employer, ophthalmologist,  
optometrist and optician to release any information with respect to this claim.  
By signing this claim form, I certify that I have read the applicable claim fraud warnings  
included with this form, and that all the information furnished by me is  
true and correct.  

Member/Guardian/Patient Signature (not a minor)† Date 

†Required continued  4 



OUT-OF-NETWORK VISION SERVICES CLAIM FORM 

Network access exceptions 

We work hard to make sure that you have access to thousands of eye doctors across the 
nation. Whether it’s due to location or provider availability, you may need to go out-of-network 
to receive care. 

Based from your home or office location, you have the right to obtain in network level of 
benefits with an out-of-network provider when: (i) you cannot schedule a visit within two-
weeks, (ii) you are unable to locate a participating provider within a 10-mile radius in an urban-
suburban area, or (iii) you are unable to locate a participating provider within a 20-mile radius 
in a rural area. 

Caution, this option is not available when you choose to use an out-of-network provider due 
to (i) your preference, (ii) when your personal schedule does not permit you to schedule an 
appointment with an available provider in two-weeks, (iii) or you are outside of your home or 
office location. Any person who, with intent to defraud or knowing that they’re facilitating a 
fraud against an insurer, submits an application or files a claim containing a false or deceptive 
statement is guilty of insurance fraud. 

If this applies to you, please complete the following form. If not, please skip this section. 

continued  5 



 

  
 

OUT-OF-NETWORK VISION SERVICES CLAIM FORM 

Check the boxes that apply. I acknowledge that I fit into one or more of the 
following criteria: 

I was unable to schedule a visit within two weeks with a participating provider.  

If you tried to schedule an appointment with a participating provider, please provide  
their name, location and contact information:  

Provider telephone 
number (000-000-0000) Provider’s name 

Provider street address 

City State ZIP code 

I was unable to locate a participating provider within a 10-mile radius in an 
urban-suburban area. 

Please provide the ZIP code where you were attempting to locate a provider: 

ZIP code 

OR 

I was unable to locate a participating provider within a 20-mile radius in 
a rural area. 

Please provide the ZIP code where you were attempting to locate a provider: 

ZIP code 

Should you fail to provide the requested information associated with the criteria you 
selected above, you agree that we can process your claim as an out-of-network claim. 

continued 6 



OUT-OF-NETWORK VISION SERVICES CLAIM FORM  

State fraud warning statements 

General fraud warning: Any person who knowlingly and with intent to injure, defraud or deceive 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 subjects such person to criminal and civil penalties. 

Alabama: Any person who knowingly presents a false or fraudulent claim for payment of loss or benefit or who 
knowingly presents false information in an application for insurance is guilty of a crime and may be subject to 
restitution fines or confinement in prison, or any combination thereof. 

Arkansas, District of Columbia, Rhode Island, West Virginia: Any person who knowingly presents a false 
or fraudulent claim for payment of 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. 

California: For your protection, California law requires the following to appear on this form: Any person who 
knowingly presents 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 provides 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. 

Florida: Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement 
of claim or an application containing any false, incomplete, or misleading information is guilty of a felony of the 
third degree. 

Kansas: Any person who with intent to defraud or knowing that he or she is facilitating a fraud against an insurer, 
submits an application or files a claim containing a false or deceptive statement may be guilty of insurance fraud 
as determined by a court of law. 

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 there to commits a fraudulent insurance act, which is a crime. 

Louisiana: Any person who knowingly presents a false or fraudulent claim for payment of 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. 

Maine and Tennessee: 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 and willfully presents a false or fraudulent claim for payment of a loss or 
benefit or who knowingly and willfully presents false information in an application for insurance is guilty of a crime 
and may be subject to fines and confinement in prison. 

continued 7 



OUT-OF-NETWORK VISION SERVICES CLAIM FORM  

 

 

 

 
 

 

 
 

 
 

 
 

 

Missouri: It is a crime to knowingly provide false, incomplete, or misleading information to an insurance company 
for the purpose of defrauding the company. Penalties include imprisonment, fines, denial of insurance and 
civil damages, as determined by a court of law. Any person who knowingly and with intent to injure, defraud or 
deceive an insurance company may be guilty of fraud as determined by a court of law. 

New Jersey: Any person who includes any false or misleading information on an application for an insurance 
policy or knowingly files a statement of claim containing any false or misleading information is subject to criminal 
and civil penalties. 

New York: 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 material 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. 

North Carolina: Any person who knowingly and with intent to injure, defraud or deceive 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 material fact material thereto commits a 
fraudulent insurance act, which may be a crime and subjects such person to criminal and civil penalties. 

Ohio: Any person who, with 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 is guilty of insurance fraud. 

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. 

Oregon: Any person who with intent to injure, defraud, or deceive any insurance company or other person submits 
an enrollment form for insurance or statement of claim containing any materially false information or conceals for 
the purpose of misleading, information concerning any fact material thereto may have violate state law. 

Pennsylvania: 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 subjects such person to criminal and civil penalties. 

Puerto Rico: Any person who knowingly and with the intention of defrauding presents false information in an 
insurance application, or presents, helps, or causes the presentation of a fraudulent claim for the payment of a loss 
or any other benefit, or presents more than one claim for the same damage or loss, shall incur a felony and, upon 
conviction, shall be sanctioned for each violation with the penalty of a fine of not less than five thousand ($5,000) 
and not more than ten thousand ($10,000), or a fixed term of imprisonment for three (3) years, or both penalties. 
Should aggravating circumstances be present, the penalty thus established may be increased to a maximum of 
five (5) years, if extenuating circumstances are present, it may be reduced to a minimum of two (2) years. 

Texas: Any person who knowingly and with intent to injure, defraud, or deceive any insurance company or other 
person files an application for insurance or statement of claim containing any intentional misrepresentation of 
material fact or conceals, for the purpose of misleading, information concerning any fact material thereto may 
commit a fraudulent insurance act, which may be a crime and may subject such person to criminal and civil 
penalties. 
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OUT-OF-NETWORK VISION SERVICES CLAIM FORM  

Vermont: Any person who knowingly and with intent to injure, defraud, or deceive 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 may be a crime and may subject such person to criminal and civil penalties. 

Virginia: Any person who knowingly and with intent to injure, defraud, or deceive 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 
act, which is a crime and subjects such person to criminal and civil penalties. 

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 include imprisonment, fines, and denial of 
insurance benefits. 

continued 8 



TTY: 711 

English To access language services at no cost to you, call the number on your ID card. 

Amharic የቋንቋ አገልግሎቶችን ያለክፍያ ለማግኘት፣ በመታወቂያዎት ላይ ያለውን ቁጥር ይደውሉ፡፡ 
Arabic . كاكرت اشة اقبط ىلع د موجول ام الرق ىلع تصال  الاء رجال افة، لتك ي  أن  دوة يغولل ات خدمالا ىلع للحصول 

Armenian 
Ձեր նախընտրած լեզվով ավվճար խորհրդատվություն ստանալու համար զանգահարեք ձեր բժշկական 
ապահովագրության քարտի վրա նշված հէրախոսահամարով հէրախոսահամարով 

Carolinian 

(Kapasal Falawasch) 
Ngir mëna am sarwis lakk yi te doo fay, woo nimero bi am ci sa kàrt. 

Chamorro Para un hago' i setbision lengguåhi ni dibåtde para hågu, ågang I numiru gi iyo-mu kard aidentifikasion. 

Chinese Traditional 如欲使用免費語言服務，請撥打您健康保險卡上所列的電話號碼 

Cushitic-Oromo 
Tajaajiiloota afaanii gatii bilisaa ati argaachuuf, lakkoofsa fuula waraaqaa eenyummaa (ID) kee irraa jiruun 
bilbili. 

French 
Pour accéder gratuitement aux services linguistiques, veuillez composer le numéro indiqué sur votre carte 
d'assurance santé. 

French Creole (Haitian) Pou ou jwenn sèvis gratis nan lang ou, rele nimewo telefòn ki sou kat idantifikasyon asirans sante ou. 

German 
Um auf den für Sie kostenlosen Sprachservice auf Deutsch zuzugreifen, rufen Sie die Nummer auf Ihrer ID- 
Karte an. 

Greek Για πρόσβαση στις υπηρεσίες γλώσσας χωρίς χρέωση, καλέστε τον αριθμό στην κάρτα ασφάλισής σας. 

Gujarati 
તમારા માટે નિશલ્ ક ઉપલબ્ધ ભાષા સબ ન ધત સેવાઓિો લાભ લવા, તમારા ID કાર્ પર આપેલ િબ ર પર કોલ 

કરો. 
ુ ં ં ે ડ ં

Hindi 
आपके लिए निशुल्क उपिब्ध भाषा संबन्धधत सेवा का िाभ िेिे के लिए, आपके ID कार्ड पर दिए िंबर पर 
कॉि करें । 

Hmong Yuav kom tau kev pab txhais lus tsis muaj nqi them rau koj, hu tus naj npawb ntawm koj daim npav ID. 

Italian Per accedere ai servizi linguistici senza alcun costo per lei, chiami il numero sulla tessera identificativa. 

Japanese 無料の言語サービスは、IDカードにある番号にお電話ください。 

Karen လၢတၢ ၢ်ကမၤန  ၢ ၢ်သကူ   ၢ်အတၢ ၢ်မၤစၢၤလၢနတလ  ၢ်ဟ  ၢ်အပ  ၤအဂ ၢ ၢ်, က ိးဘ ၢ်န ၢ ၢ်ဂ ၢ ၢ်လၢအအ  ၢ်လၢန ID အလ ၤတက ၢ ၢ်. 

Korean 무료 다국어 서비스를 이용하려면 보험 ID 카드에 수록된 번호로 전화해 주십시오. 

Laotian ເພ ື່ ອເຂົົ້ າເຖິງບໍລິການພາສາທີື່ ບໍື່ ເສຍຄື່າ, ໃຫົ້ໂທຫາເບີໂທຢ ື່ ໃນບັດປະຈໍາຕົວຂອງທື່ານ. 

Mon-Khmer, Cambodian 
ដ ើម្បទីទួលបានដេវាកម្មភាសាដ លឥតគិតថ្លៃេម្រាប់ដោកអ្នក 
េូ ម្ដៅទូរេព្ទដៅកាន់ដលខដ លានដៅដលើបណ្ណ េាា ល់ខល ួ នរបេ់ដោកអ្នក។ 

Navajo 
T’11 ni nizaad k’ehj7 bee n7ka a’doowo[ doo b33h 7l7n7g00 naaltsoos bee atah nil98go nanitin7g77 bee 
n11ho’dolzin7g77 b44sh bee hane’7 bik1’7g77 1aj8’ h0lne’. 

Pennsylvanian-Dutch Um Schprooch Services zu griege mitaus Koscht, ruff die Nummer uff dei ID Kaart. 

Persian-Farsi . ديريگب تماس دخو یيناساش ترکا یرو هدش ديق هرشما با ن،ايگار رطو به نباز تخدما به یرستدس یارب 

Polish 
Aby uzyskać dostęp do bezpłatnych usług językowych, należy zadzwonić pod numer podany na karcie 
identyfikacyjnej. 

Portuguese 
Para aceder aos serviços linguísticos gratuitamente, ligue para o número indicado no seu cartão de 
identificação. 

Punjabi ਮੁਫ਼ਤ ਵ ਿੱਚ ਭਾਸਾ ਸ ੇਾ ਾਾਂ ਪ੍ਰਾਪ੍ਤ ਕਰਨ ਲਈ, ਆਪ੍ਣੇ ਆਈਡੀ ਕਾਰਡ 'ਤ ੇਵ ਿੱਤੇ ਨੰਬਰ 'ਤ ੇਕਾਲ ਕਰੋ। 

Russian 
Для того чтобы бесплатно получить помощь переводчика, позвоните по телефону, приведенному на 

вашей идентификационной карте. 
Samoan Mō le mauaina o 'au'aunaga tau gagana e aunoa ma se totogi, vala'au le numera i luga o lau pepa ID. 
Serbo-Croatian Za besplatne prevodilačke usluge pozovite broj naveden na Vašoj identifikacionoj kartici. 

Spanish 
Para acceder a los servicios lingüísticos sin costo alguno, llame al número que figura en su tarjeta de 
identificación. 

Syriac-Assyrian ܸܢ ܣܢܝܼܩܹܐ ܐܢ
ܿ
ܠ ܝܬܘ ܐ ܥܼܿ

ܹ̈
ܬܹ ܐ ܚܸܠܡܼܿ

ܵ
ܡܬ ܪܓܼܿ

ܿ
ܐ ܕܬܼ

ܵ
ܐܝܼܬ ܒܠܸܫܵܢ

ܵ
ܓܵܢ ܐ ܩܪܝܼܡܘܢܼ ،ܡܼܿ

ܵ
ܠ ܡܸܢܝܵܢ ܐ ܦܸܬܩܵܐ ܥܼܿ

ܵ
ܕܵܡܵܝܘܼܬ ܢ ܕܗܼܿ

ܿ
ܘܟ݂ܘ .ܕܝܼܵ

Tagalog Upang ma-access ang mga serbisyo sa wika nang walang bayad, tawagan ang numero sa iyong ID card. 

Thai 
หากท่านต ้ องการเข ้ ๅถี งการบริ การทางด ้ านภาษาโดยไม่มี ค่าใช ้ จ่าย
โปรดโทรหมายเลขที่ แสดงอยู่บนบั ตรประจ าตั วของท่าน

Ukrainian 
Щоб безкоштовно отримати мовні послуги, задзвоніть за номером, вказаним на вашій ідентифікайній 

картці. 
Vietnamese Để sử dụng các dịch vụ ngôn ngữ miễn phí, vui lòng gọi số điện thoại ghi trên thẻ ID của quý vị. 

Proprietary - Updated 2025 
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