¥aetna vision Benefits — Claim Instructions

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 is a crime
and subjects such person to criminal and civil penalties. Attention Alabama Residents: Any person who knowingly presents a false or fraudulent claim for payment of a 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. Attention Arkansas, District of Columbia, Rhode Island and West Virginia Residents: Any person who knowingly presents a false or fraudulent claim
for payment of a 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.
Attention California Residents: For your protection California law requires notice of the following to appear on this form: Any person who knowingly presents a 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. Attention Colorado Residents: 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. Attention Florida Residents:

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. Attention Kansas Residents: Any person who knowingly and 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 violated state law. Attention Kentucky Residents: 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 thereto
commits a fraudulent insurance act, which is a crime. Attention Louisiana Residents: Any person who knowingly presents a false or fraudulent claim for payment of a loss or
benefit or knowingly presents false information in an application is guilty of a crime and may be subject to fines and confinement in prison. Attention Maine and Tennessee
Residents: 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 denial of insurance benefits. Attention Maryland Residents: Any person who knowingly or willfully presents a false or fraudulent claim for
payment of a loss or benefit or who knowingly or willfully presents false information in an application for insurance is guilty of a crime and may be subject to fines and confinement
in prison. Attention Missouri Residents: 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. Attention New Jersey Residents: 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. Attention North Carolina Residents: 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 subjects such person to criminal and civil penalties. Attention Ohio Residents: 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. Attention Oklahoma Residents: 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. Attention Oregon Residents: 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 violated state law. Attention Pennsylvania Residents: 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. Attention Puerto Rico Residents: Any person who knowingly and with the intention to defraud includes false information in an application for insurance or file, assist
or abet in the filing of a fraudulent claim to obtain payment of a loss or other benefit, or files more than one claim for the same loss or damage, commits a felony and if found
guilty shall be punished for each violation with a fine of no less than five thousand dollars ($5,000), not to exceed ten thousand dollars ($10,000); or imprisoned for a fixed term of
three (3) years, or both. If aggravating circumstances exist, the fixed jail term may be increased to a maximum of five (5) years; and if mitigating circumstances are present, the
jail term may be reduced to a minimum of two (2) years. Attention Texas Residents: 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. Attention Vermont Residents: 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. Attention Virginia Residents: 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 may have violated the state
law. Attention Washington Residents: 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.

Attention New York Residents: 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 shall be subject to a civil penalty not to exceed five thousand dollars and the stated value of the claim for each violation.

Patient/Member Signature: Date:

NOTE: INCOMPLETE CLAIM FORMS WILL BE RETURNED TO YOU FOR MISSING INFORMATION. THIS WILL DELAY THE PROCESSING OF THE CLAIM. FOR FASTER, EASIER

SUBMISSION OF CLAIMS, THE PROVIDER MAY CONTACT THE AETNA CLAIM PROCESSING CENTER FOR INFORMATION REGARDING ELECTRONIC CLAIM SUBMISSIONS.

TO THE MEMBER

[l ol

Complete items one (1) through twenty (20) in full.
Complete items twenty-one (21) through twenty-four (24) only if other medical coverage exists.
Be certain to sign the authorization to release information in block twenty-five (25).
If you wish to have your benefits for this claim paid directly to your physician or supplier, sign block twenty-six (26).
If you have submitted a request for benefits to another plan, including Medicare, attach a copy of the bills you submitted to the other plan and the explanation of benefits you received
from the other plan.
Attach itemized bills or ask your health care provider to complete the applicable section. The bills must include:
- patient's name - condition being treated - type of service(s) rendered - date(s) of service(s) - relationship to member
If this information is missing, write it on the bill and sign your name.
If prescription drugs are covered under your plan, submit receipts or a Prescription Drug Record form. This information can be copied from the prescription bottle or box.
Receipt must contain:
- drug name - purchase date - prescription number - pharmacy name/address - dose per/day
- nature of illness or injury - quantity - charge - strength - physician's name

Retain copies of your bills for your record.

Send the completed benefits request and the bills to: Aetna Life Insurance Company
PO Box 981106
El Paso, TX 79998

TO THE PHYSICIAN OR SUPPLIER

1.
2.

3.

Complete items twenty-seven (27) through fifty-two (52) in full as applicable for physician or supplier.
If the member indicates that benefits should be paid directly to the physician or supplier, then these benefits will be sent directly to you with an information copy of the transactions
to the member.

If the employee indicates that benefits should be paid directly to the dispenser, then these benefits will be sent directly to you with an information copy of the transactions to the employee.
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¥aetna Vision Benefits Request

Refer to the back of your ID
card for claim mailing address

TO BE COMPLETED BY EMPLOYEE

1. Employer's Name

2. Policy/Group Number

3. Employee's Aetna ID Number 4. Employee's Name 5. Employee's Birthdate (MM/DD/YYYY)

6. [ Active [] Retired 7. Employee'sAddress(includeZIPCode) [ Address is new 8. Employee's Daytime Telephone Number
Date of Retirement (

9. Patient's Name 10. Patient's Aetna ID Number 11.Patient's Birthdate (MM/DD/YYYY) | 12. Patient's Relationship to Employee

[ Self [J Spouse [] Child [] Other

13. Patient's Address (if different from employee)

14. Patient's Gender (If you prefer not to disclose, leave blank)
[J Male [] Female

15. Patient's Marital Status 16. Is patientemployed? 17. Name and Address of Employer
[] Married [] Single [ No [] Yes

18. Is claim related to an accident? 19. Is claim related to employment?
[ No [ Yes IfYes,date time 0 am ] pm [ No [] Yes

20. Are any family members expenses covered by another group health plan, group pre-payment plan
(Blue Cross-Blue Shield, etc.), nofaultautoinsurance, Medicare oranyfederal, state orlocal

governmentplan? L No Yes

21.1fYes, list policy or contract holder, policy or contract number(s) and name/address
of insurance company oradministrator:

22. Member’s ID Number 23. Member’'s Name

24. Member’s Birthdate (MM/DD/YYYY)

25. To all providers of health care:

Youare authorized to provide Aetna Life Insurance Company or one of its affiliated companies (‘Aetna”), and any independent claim administrators and consulting health professionals
and utilization review organizations with whom Aetna has contracted, information concerning health care advice, treatment or supplies provided the patient (including that relating to
mental illness and/or AIDS/ARC/HIV). This information will be used to evaluate claims for benefits. Aetna may provide the employer named above with any benefit calculation used in
paymentofthisclaimforthe purpose of reviewingthe experience and operation ofthe policy or contract. Thisauthorizationis valid forthe termofthe policy or contractunderwhicha
claim has been submitted. | know that | have a right to receive a copy of this authorization upon request and agree that a photographic copy of this authorization is as valid as the original.

Patient's or Authorized Person's Signature Date
26. | authorize payment of vision care benefits to the doctor and/or dispenser.
Patient's or Authorized Person's Signature Date

TO BE COMPLETED BY DOCTOR OR SUPPLIER

27. Doctor’'s Name & Address (include ZIP Code) 28. Telephone Number
( )

29. Enter the taxpayer identifying number to be used for 1099 reporting purposes.

Youare required under authority of law to
furnish yourtaxpayer identifying number.

30. National Provider Identifier

31. Title
Omp.0b.0.0 op.

32. Examination Date(s)

33. Has Cataract surgery been
erformed?
No L1 ves

34.Canvisualacuityberestoredto20/70in
bettereyewithconventionaleyeglasses?

No Yes

35. Does patient require a prescription
change at this time?
No Yes

36. Diagnostic Code(s)

37. Indicate diagnosis or nature of disease or injury or vision disorder, indicate procedure code numbers

38. Visual acuity corrected to

39. Doctor’s Prescription 40. Professional Service Amount
Sphere Cylinder Axis Prism Base |Exam (HCPC/CPT) $ |
RE. [ ° . Sales Tax (if any)| $ [
L.E. | ° . Total $ |
Reading Add R.E. +° L.E. + Amount Paid by Patient| $ |

41. I hereby certify that the procedures as indicated by date have been completed and that the fees submitted are the actual fees | have charged this patient and intend to accept for those procedures.

Doctor’s Signature

Date

NOTE: IN LIEU OF DISPENSER COMPLETING THIS SECTION A LABORATORY BILL CAN BE ATTACHED. DISPENSER MUST SIGN THIS FORM, ENTER AMOUNT PAID BY PATIENT.

42. Dispenser's Name & Address (include ZIP Code) |43. Telephone Number
( )

44. Enter the taxpayer identifying number to be used for 1099 reporting purposes.

Youare required under authority of law to
furnish your taxpayer identifying number.

45. National Provider Identifier

46. Title

[J Optician [] Optometrist [] Ophthalmologist

47. Date 48. Material Supplied
[ Order I Glass Plastic 1 Oversized [ Tint#
O Delivery O pair O 1/2Pair [ Other
49. Type of lenses dispensed: 50. If contact lenses, please complete: 51. Professional Service Amount
J None [ Therapeutic (HCPC/CPT) Lens Charge | $ |
O single (HCPC/CPT) [ Non-Therapeutic (HCPCI/CPT) Frame Charge | $ |
[ Bifocal (HCPCICPT) [ Hard Lenses (HCPCICPT) Optional Llens | $ |
O Trifocal (HCPC/CPT) [ Soft Lenses (HCPC/CPT) Frame |§ |
O Lenticular (HCPCICPT) Disp.Fee Lens | $ |
[ Contacts (HCPC/CPT) 50a. If frames, please complete Frame $ |
[ Sunglasses (HCPCICPT) [ Frames (HCPC/CPT) Sales Tax (if any) | $ |
[ other (specify below) (HCPCICPT) Total | |
Amount Paid By Patient | § |

52. | hereby certify that | have performed the services as indicated hereon and that the fees submitted are the actual fees | have charged this patient and intend to accept for those procedures.

Dispenser's Signature

Date
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TTY: 711

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

Amharic PRYR KIONNCETT PANEL ATITTTE (00 FOLLPT AL PAD-T RTC LLD-(vi:

Arabic <ISTyzal &Blay e sgzgall @8 )l Ll Jlall ol )l dalss éi 393 &gl wleasd! e Vg,
. Qbip bwhupuunpwé Ggyny wyybwp punpbpnwnydnipinty unwbwnt Awdwp quuqwiwnbp abp

Armenian pdlwlwy wwwhbnjwagnpnipjwt pwpunh Yypw ipwd Gkpwhunuwbwdwpny AEkpwhunuwlwdwpny

Carolinian

(Kapasal Falawasch)

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

Chamorro

Para un hago' i setbision lengguahi ni dibatde para hagu, dgang i numiru gi iyo-mu kard aidentifikasion.

Chinese Traditional

MR R BB E IR » BFRTT I RER R+~ _EPr5IBY B E5EHS

Cushitic-Oromo

Tajaajiiloota afaanii gatii bilisaa ati argaachuuf, lakkoofsa fuula waraagaa 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 sévis gratis nan lang ou, rele nimewo telefon ki sou kat idantifikasyon asirans sante ou.

Um auf den fir Sie kostenlosen Sprachservice auf Deutsch zuzugreifen, rufen Sie die Nummer auf Ihrer

German ID-Karte an.
Greek Ma mpoofacn oTLg UTINPECLEG YAWOOAG XWPLG XpEWON, KAAEOTE TOV aplBpd otnv Kdpta ac@aALlong oag.
Gujarati AMIR SIS URL drtl WRL AL el AL Hndldl HIZ, dHIRL 2ALE SISUR A 612 UR STd §dll.
Hindi T et HHT P ATHT JITSHT T IUFNT TR & Y, U 3MTSE BIex UR T FaR UR hie] i |
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 ERIDEET —ERIE. IDA—RICHZIBEFICBER LIV,
c a c c ocC C C C ec ec OQG(‘n(' OC |D
Karen mlog?1?1 r)qpfm@l@umml QO1020Q0PCODINDCODYL CO1§013201, M2$PNT CO1332P O
3203PFPOOMI.
Korean D2 C}20| MH|IAS 0|8512{3 B3 |D 7120 225 BB 2 Mste) ZAAIL.
Laotian wienfyodmuunasmhvigea, Wilnmwlngludad=hraozejunu.
Mon-Khmer, ilyjsguusiunnymantiunaaniguEUINAEA
Cambodian uIgicunmsiv el eSS UAN Y AIESIUEIIANAKA 1
Navajo T’4a ni nizaad k’ehji bee nikd a’doowotl doo b3ah ilinig6é naaltsoos bee atah nilfjgo nanitinigii bee néého’délzinigii

béésh bee hane’i bik&’igii daji’ hdlne’.

Pennsylvanian-Dutch

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

Persian-Farsi

A0Sy pelad 993 alulia oylS g9y oud aB oylad by (o Eoly yob @y L) wloas a4y syt ¢l y

Aby uzyskac¢ dostep do bezptatnych ustug jezykowych, nalezy zadzwoni¢ pod numer podany na karcie

Polish identyfikacyjnej.
Portuguese Para aceder aos servicos linguisticos gratuitamente, ligue para o nimero indicado no seu cartdo
9 de identificacdo.
Punjabi 3073 Bt faeT fon iz eEhr Jrardt Reer © 293 aas sE, M mrelEt a3 ‘3 ff3 899 '3 25 ad|
Russian [Jns Toro YTo6bLI 6eCNNaTHO NOMYYNTHL MOMOLLL MepeBOAYMKa, MO3BOHUTE MO TenepoHy, NpuBeseHHOMY
Ha Ballel naeHTMPNKaLMOHHON 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 Va3oj identifikacionoj kartici.

Spanish

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

Syriac-Assyrian

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

Thai mnvhw’faqn'm'l'f]ﬁami‘u%mimqé’ﬁunﬁvﬁ‘[ﬂa'l.ﬁﬁm'l'ﬁ'ihﬂ
Wsalnsnungiavnuanisguulinguseinsiivesviy

Ukrainian LLlo6 6e3KoLTOBHj OTPMMATV MOBHI MOCAYTK, 3343BOHITb 3@ HOMEPOM, BKa3aHMM Ha BaLliii
iaeHTUIKanHIN KapTLi.

Vietnamese DE str dung céc dich vu ngdn ngr mién phi, vui ldng goi s dién thoai ghi trén thé ID cda quy vi.
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