Subscriber ID from Card, or SS Number

Name of Patient Responsible Member's Name
Address of Patient Complete only if different than the
Patient

Patient's City and State

Patient ID Number, if known

Company Name for Subscriber

Plan ID From Card

ECPA or EyeMed Plan from Card

Patient must acknowledge services

For Exams, Please include primary and secondary
diagnosis. A Refractive diagnosis must be included. Authorization issued by EyeMed

Please Use attached list of

Date of service acceptable codes. V\
— Two digit Please indicate all charges and what
4 digit Modifiers the member paid out of pocket to
mod|f|ers onl eliminate processing delays. This will
and valid Y also eliminate communication to
HCPCS provider/ member to collect or refund
223;“ from the patient. Copays should be in

Amount Paid and not under services.

only ' /

Include 6 Character Primary Include 6 character EyeMed Servicing
Provider / Location Identifier (ie Provider Identifier (112111, GA9876)
112123 01, GA1234 02, CP1234

Tax ID of Service Location




Patricia E. Doe

123 Main Street

Cincinnati

45242

O : \“I
T i

EyeMed Plus Plan

'l

1

367.1
365.0

10/15/03
10/15/03
10/15/03
10/15/03

10/15/03
10/15/03

31-99565626

Patient must acknowledge services

92004

V2025

V2319 \Val

V2755

S0580

S0500
Eye Care
1234 S. Main

Cincinnati OH 45222
EveMed ID 112333 or CA1124

12345678-01

John K. Doe

12345678

Luxottica MFG

9645235
2030821173
40.00 "Comprehensive Exam" i
175.00 "Luxottica Frame"
95.00 "Flat Top 35 Trifocal"
95.00 "Ultra violet Protection”
45.00 i"Palvcarbonate.l.ens”......
"Disposable Contacts"
18.00 Planned Replacement
468.00 165.00 303.00
Dr. Jim Smith

PF# CA1234 or 112333




