LOCAL UNION 831 Mail to: LOCAL UNION 831
EMPLOYER HEALTH & WELFARE Employee Health & Weifare Trust Fund

Statement of Claim
: = , P.0. Box 5528
for Group Vision TRUST FUND El Mo:t’;; CA 91734

Expense Benefits (626) 279-3080

TO BE COMPLETED AND SIGNED BY THE PERSON CLAIMING BENEFIT FOR SELF OR DEPENDENT ONLY AFTER PART 2 HAS BEEN
FULLY EXECUTED. (PLEASE PRINT)

PART 1.

Employee’'s Name (First} (Last) Ermnpioyee Date of Birth | Name of Ccmpany You Work For (Fitm Name)

Home Address (Name and State) Date Emglcyed Occupation

(City) (State) (Zip Code) Employee’s Telephone Number Social Security Number

Claim Is Sell Name of Persan (First) (Last) Person Receiving Vision Care

Made ‘Spouse | Receiving Vision Care Male " { ]Yeat ol Bintn

For i Q) 'cnid o N | : ‘ ‘ Femal i i

Name and Address of ?pgqaefalﬁff!p!évﬂf ' Does Spouse have ..D Yes
H R K il ) Vnsron lnsurance" 180 N0 -,

Name of any other'Insurance Carrier or Orgam‘zalion providing benelits for Vision Care including dependent’s insurance..

Was Vision Care ‘required because ofaninjury? " 0 "ves” ‘0 No. i /IF YES, COMPLETE QUESTIONS BELOW. i
Was i m]ury cau sed 88 il i A Have you filed a claum for his. d«sabmly with 1500 "‘ers : o 1s Vlsnoq exammahon requ:red as a A0 yes
by yourwmk" lheWorkers Compensanon Carrier? -0 INe " | condition of your employmen('7 ' QNo'

The above answefs are true and complete accordmg 10 the best of my knowledge { hereby aulhonze my doctor 10 !urmsh and dusclose all lacts concernmg this dusabimy | cemfy that
the examinations sla'ed in PART 2 below have ben made the materials descnbed therein furnished, and pro!essuonal sennces descnbed therein rendered, all in a manner

sauslacxory (0 me. 3/ : FUG ] : i i b

: ‘ EMPLOYEE
supplylng : r dispe ) !ng op clan for lhe opmhalmlc materlals and relaled chuges accordmg to the atleched mvolce SIGN
' ' , HERE

Date’ HAeasi : -"-'Signalure of : B
PART 2. ' TO'BE COMPLETED BY DOCTOR
1 Has pauemw nvglasses belore thns examination? QO ves Q N Type Date of Prev. Exam
2 1t S
3 manon ;n cale that glasses should be prescribed? a Yes a No
4 1 pre Q Smgle Vusuon - QO Bsitocal Q Trifecal

Omer (Descr be) : ! :
5 Has calaracl surgery been pedonmed’ Q ves Q No. Date
5 Can wsual aculty be reslored (o al least 20:70 in the befter eye with conventlonal glasses? 0 ves 2 iNo

' Date of Service | '~ Charges Dale Service Date Service
7 sxwmmows $ e Began _ =~ Compleied
7 ) o d i A : |
A V:slon Suwey ol { Doclor's
Wi x
8 Cerplete Visual Analysis o) ) ! .N?f."e
Witnaul i ML

c Complete V-sual Analysns s ) : goclprs
8 MATERIALS 2 PROFESSIONAL SERVICES : fodress

A | .

Single V'5'°"L°nses : | hereby certify that .examinations have been

& Bifocal Lenses i completed and materials and services rendered as

C Trifocal Lenses 4 statec in this Part 2

D Lenhculer Lenses ; : Docter's Signature X

£ ContactLenses, for Each Lens :

. . Date

F Frame I L

— . ! [Tacaayars or Sociat Security Number

o Lase y r

L TOTAL | ! i |
EMPLOYER'S STATEMENT
p'él‘ \J" TR =

! EMectiva Date of employee's coverage _

Eflective Date o depencent's ceverage - — —
2 Hascoverage terminatec? ] vas 2 Ne if yes giva Jate ana raason _ N i 15

Catec S ___ Sigred tor Empioye: LI . S e | T N

Administerad by: ATPA




