LOCAL UNION 831 Mail to: LOCAL UNION 831

Statement of Claim EMPLOYER HEALTH & WELFARE lfrgpé"’gfgsg%a“h & Welfare Trust Fund

for Group Vision | TRUST FUND El Monte, CA 91734
Expense Benefits ' (626) 279-3080

PART 1. TO BE COMPLETED AND SIGNED BY THE PERSCON CLAIMING BENEFIT FOR SELF OR DEPENDENT ONLY AFTER PART 2 HAS BEEN
FULLY EXECUTED. (PLEASE PRINT)

Employee’s Name {First) {Last) Employee Dale of Birth | Name of Company You Work For (Fiern Name)

Home Address (Name and State) ) Date Employed Qcecupation

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

Claimis {1 ser Name of Person (First) . {Last) Person Recelving Vision Care

Made  {J spouse ‘Recelving Vision Care Male " T Year ol Birih

For O chid - . Female :

Name and Address of Spouse’s Emplayer Does épous.e have QO Yes
o Vision [nsurance? O no

Name of any other insurance Carrigr or Organization provfd_ing benefits for Vision Care including dependent's insurance. . '

Was Visron Care: required because of an Inlury‘? . O ves (O No.  IFYES, COMPLETE ouesnous BELow

Was ln]ury caused Q Yes "Have you filed a ¢laim for this disability with 0 Yes '

by your s work" . N No' the Workers Compensauon Camier? . [

The above answers are {rue and oomplete aocurdmg 10 rhe best of my knowledge. | hereby atitharize my dactur 1o iurrush ng i
the examinaiions slaled i PAFGT 2 below have berymade, the maienals ‘deséribed therein 1urni5hed and professmnal serwce de
satisfactory’! tome. S

1 go nol hereby authonze paymem dfrectly to the unders:gned doctor of the Vislon Care beneflts otherwlse payable to m and 1 b

supplylng or dispensing ophcian for the ophthalmic materia)s and refated. charges accordlng tn the anached mvmce

Date . 5 . . . = _ Signalureof .

Q0 ves - O N Type - e ':-D'atg of Prey. Exam. _

A-a_sgéf_s should be preseribed? (1 Yes U No
" (3 single Vision A sifocal O Tritocal
5. Hag catarac( surgery been perlormed? - O VYes D No. Date
6. Can wsual acu:ly be res:ored o at least 20!70 in the beiter eye with canvenlronal glasses‘? Q. Yes a No . o . .
Date of Service - Charges- . ’ | Date Service - Date Service
3 c B.c_;gaﬁ : ) Completed
Dactar's
( wilh, Name
A Tonometry B
[ Fonometey | Doctor's
Address

m = om D"-o W SEZe0.m e m .

: | hereby cartify that examinations have been

-Ellocal Lenses completed and materials and services rendered as

Tnfocat Lenses stated in this Part 2.

!.emlcul_ar Lenses , Doctor's Signature X

Contact Lenses, for Each Lens _

i X Dale
Frame 1 -
! Taxpayers or Social Security Number
Case , !
" TOTAL !
EMPLOYER'S STATEMENT
Plan No.
1. Efective Date of employee's coverage
Efleclive Date of dependent’s coverage

2. Has coverage lerminated? ([ Yes O No. If yes, give dale and reason 19
Dated . Signed for Employer

Tille
SCL-007 (8191} » w5880 20 Administered by: ATPA



