Aetna Vision® 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 —Or — 2. Send by mail or fax

Log in to your Aetna Vision account, Complete and return the form to the address
AetnaVision.com select “claims” from below or fax to 1-866-293-7373.
the menu and then “Out-of-network

First American Administrators, Inc.

claim form.” Attn: OON Claims, P.O. Box 8504, Mason, OH 45040-711

Stay in network and save on your next visit

@ @ \Visitaninnetwork provider ? No paperwork. No hassles.

[2) o © The benefits are clear. When you stay ms When you visit a network provider,

e e in network, you save more money and s it's easy to get an eye exam and get
get the full value of your vision benefits. on with your day.

It’s easy to find a provider Never pay sticker price in network
Easily find an eye doctor at m When you stay in network, you get
AetnaVision.com or on the Aetna . discounts like:*
Vision Preferred mobile app. Olb + Up to 40% off additional pairs

of prescription glasses

+ 20% off non-prescription sunglasses
*FOR IN NETWORK DISCOUNTS: Discounts available e 20% off any balance over your
at participating in network providers. Discounts and frame allowance
benefits may vary. Check your benefits.
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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

¥vaetna
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. Fax claim form to
Attn: OON Claims, P.O. Box 8504, Mason, OH 45040-7111 1-866-293-7373

Patient last namet Patient first namet Mi

Birth datet (MM/DD/YYYY) Street addresst

City? State! ZIP codet
Patient member ID # Relationship to subscriber
Self Dependent ("

Doctor or store name where you received service!

Subscriber last namet Subscriber first namet Ml

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 #

TRequired continued 3



OUT-OF-NETWORK VISION SERVICES CLAIM FORM

Request for reimbursement

Enter amount charged.! Remember to include itemized paid receipts.

Service tvbe Amount Lens tvbe Please Lens options: Amount

P charged P check (if purchased) charged
Exam 8 Single Anti-reflective s
*92014* *V2100* *V2750*
Refraction 8 Bifocal Polycarbonate s
*92015* *V2200* *\V2784*
Frame 8 Trifocal Scratch s
*V2025* *V2300* *V2760*
Contact lens 8 Progressive Tint 8
*S0500* *\V2781* *\/2745*
Contact lens 8 Prem prog uv s
fitting *92310* *\V278126* *\V2755*
Lenses Roll and polish

th
S Other $ *\/2702* S

Enter total amount paid as shown on receipt, 8

excluding sales tax!

| 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, | certify that | 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

tRequired continued



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
inarural 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. | acknowledge that I fit into one or more of the
following criteria:

| 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

Provider’s name number (000-000-0000)

Provider street address

City State ZIP code

| 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

| was unable to locate a participating provider within a 20-mile radius in
arural 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



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.
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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
civildamages, 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 (B) 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.
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English To access language services at no cost to you, call the number on your ID card.
Ambharic P27 AINACETT PANGL ATITT T Na0F0LPPT AL PADT BTC LLM-::
Arabic S| i) Ay o 5 g gall @81 e Juai¥l ela jl1 AalSS (g (0 3y lll Claaddl e guasll,

Qtip bwhupnpwd (tqyny wdybwp panphppuwmynipynid unmwbwnt hwdwp qubquhwptip atp pdyqujub

Armenian wiyywhnyjugnpnipyul pupuh Jpu ipfuwd hkpufunuwhwdwpny hbpupimuwhwdwpnyg

Carolinian

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

Chamorro Para un hago' i setbision lengguahi ni dibatde para hagu, dgang | numiru gi iyo-mu kard aidentifikasion.
Chinese Traditional MREARREE RS, FEBITEREEREF LTHINEIERE
Tajaajiiloota afaanii gatii bilisaa ati argaachuuf, lakkoofsa fuula waraagaa eenyummaa (ID) kee irraa jiruun

Cushitic-Oromo bilbili.

Pour accéder gratuitement aux services linguistiques, veuillez composer le numéro indiqué sur votre carte

French , .
d'assurance santé.

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

Um auf den fiir Sie kostenlosen Sprachservice auf Deutsch zuzugreifen, rufen Sie die Nummer auf lhrer ID-

German
Karte an.

Greek lNa npocBoaon otig untnpeoieg YAwooog xwpig xpéwan, KaAEaTe Tov aplBuod otnv kapta acdaAlong oag.

AHIRL R [9es Guaot el AoiBd Acell Alet Adll, dHIRL ID 518 UR WA otk UR Sldt
Gujarati
s3.

3 fow fAgess STeey 9T FAfeUd @ar 1 e A & AT, 39d 1D 15 W QU dl |

Hindi o .
FieT HY

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 BEDEEY—EXRIE. IDH—FIZHBIBEESIZEETECES L,

¢ ¢ . oc ¢ QC _C ec o _ cocsC ocC Q 3
Karen CO1001ME1$1MPIMTE101LCV1$000PUIPRYLIR AT, MINP$101001R32p 01§ ID FPCOLOOMI.
Korean 28 U=20 MHIAE 0|86t 28 IDIIEN =52 HS 2 Mol FHAL.
Laotian cBecdacfyudnwigaiitcons, lutumacdlvgluGourardogegui.

1IBgjsgumsiunmagmanigussSsiguuimnsgs

Mon-Khmer, Cambodian ;3 rigsunisimginaiz e sishlUa UL S SIURIAN AL

T’44 ni nizaad k’ehji bee nika a’doowot doo bagh ilinigdo naaltsoos bee atah nil{jgo nanitinigii bee

Navajo naho’dolzinigii béésh bee hane’i bikd’igii 4aji’ hélne’.

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

Persian-Farsi 280 Gl 358 (sl IS (5 02 2 o jled b (08l sk 4 () Cledd Ay (s i 51,

Polish Aby uzyskac dostep do bezptatnych ustug jezykowych, nalezy zadzwonié pod numer podany na karcie
identyfikacyjne;j.

Portuguese Para aceder aos servigos linguisticos gratuitamente, ligue para o nimero indicado no seu cartdo de

identificacdo.

Punjabi He3 1S9 3w AT Y3 946 B, @ wirdtst args '3 i3 §9d '3 98 Jd|

[na Toro uTo6bl HecnNaTHO NOMYYMTL MOMOLLL NEePeBOUYMKa, MO3BOHUTE MO TenedoHy, NPUBegEHHOMY Ha

Russian . .
Ballei MAEHTUPUKALLMOHHOM KapTe.

Samoan Mo 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 prevodilacke usluge pozovite broj naveden na Vasoj identifikacionoj kartici.

Spanish Para acceder a los servicios lingisticos sin costo alguno, llame al nimero que figura en su tarjeta de
identificacion.

Syriac-Assyrian it KRS Kahe AL =i (eonia N <ils <l (iha Rl A (ol <one (¢

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

Thai mavinugosmsithfsnnsusnsmesunenlas LifienTods

2 Tusalummunsaviitasseguuinsusdmasavinu
. LLlo6 6e3KOWTOBHO OTPUMATM MOBHI NOC/YTK, 3343BOHITb 338 HOMEPOM, BKa3aHUM Ha Ballii ineHTUdiKalHin
Ukrainian KapTli.
Vietnamese Dé slr dung céc dich vu ngdn ngit mién phi, vui long goi s6 dién thoai ghi trén thé ID cla quy vi.
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