3& Providence

Health Plan

Vision Claim Form

You may use this form to be reimbursed expenses you incurred due to covered vision services. Check your Vision
Care Benefit Summary for benefit information. All covered services are subject to the specific conditions, duration
limitations and all 1pp11c able maximums listed on your Vision Care Benefit Summary.

Please attach any bill(s) for services received from a licensed eye care provider. Bill(s) must be suitable for insurance
billing purposes and must include the following:

e Date of service

e Provider name, address and tax identification number

e Diagnosis and service codes and

e Amount charged for each service.

Cash register or credit card receipts are not suitable for insurance bl”lﬂ” purposes : and will not be : ch‘prcd for
reimbursement.

Please mail this completed form along with a copy of your payment receipt or cancelled check to:

Providence Health Plans
P.O. Box 4327
Portland, OR 97208-4327

Please note: The submission of this form does not guarantee reimbursement.

Insured and Subscriber Information

Insured’s name (first, middle initial, last) Insured’s date of birth | Member identification no.

Subscriber’s name (first, middle initial, last) Subscriber’s address (street, address, city, ZIP code)

Please check all that apply:

O vision exam: O Frames:
Amount paid Amount paid

O Lenses: 0 cContact lenses:
Amount paid Amount paid

e Portland Metro Area: e All Other Areas: e TTY (For the Hearing Impaired):

Customer Service: 503-574-7500 800-878-4445 503-574-8702 or 888-244-6642
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Non-discrimination Statement

Providence Health Plan and Providence Health Assurance comply with applicable Federal civil rights laws
and do not discriminate on the basis of race, color, national origin, age, disability, sexual orientation,
religion, gender identity, marital status or sex. Providence Health Plan and Providence Health Assurance
do not exclude people or treat them differently because of race, color, national origin, age, disability,
sexual orientation, religion, gender identity, marital status or sex.

Providence Health Plan and Providence Health Assurance:
e Provides free aids and services to people with disabilities to communicate effectively with us,
such as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats,
other formats)

e Provides free language services to people whose primary language is not English, such as:
o Qualified interpreters
o Information written in other languages

If you need these services, you can call us at 503-574-7500 or 1-800-878-4445 (TTY: 711).

If you believe that Providence Health Plan and Providence Health Assurance has failed to provide these
services or discriminated in another way on the basis of race, color, national origin, age, disability, sexual
orientation, religion, gender identity, marital status or sex, you can file a grievance with our Non-
discrimination Coordinator by mail:

Providence Health Plan and Providence Health Assurance
Attn: Non-discrimination Coordinator
PO BOX 4158
Portland, OR 97208-4158
Email: PHPAppealsandGrievances@providence.org

If you need help filing a grievance, call us at 503-574-7500 or 1-800-878-4445 (TTY:711) for assistance.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office
for Civil Rights electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue SW - Room 509F HHH Building
Washington, DC 20201
1-800-368-1019, 1-800-537-7697 (TTY)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.htmi.

Members of Oregon Plans may file a complaint with the Division of Financial Regulation at 1-888-877-
4894 or visit https://dfr.oregon.gov/Pages/index.aspx.



Language Access Information
ATTENTION: If you speak English, language assistance services, free of charge, are available to you. Call
1-800-878-4445 (TTY: 711).

Spanish: ATENCION: si habla espafiol, tiene a su disposicidn servicios gratuitos de asistencia lingiistica.
Llame al 1-800-878-4445 (TTY: 711).

Russian: BHUMAHMWE: Echu Bl roBopuTe No-pyccku, To Bam gocTynHbl ycayrn 6ecnnatHom A3bIKOBOW
noaaep:Kku. 3soHuTe 1-800-878-4445 (tenetaiin: 711).

Vietnamese: CHU Y: N&u quy vi ndi Tiéng Viét, co cac dich vu ho tro ngdn ngl¥ mién phi danh cho quy vi.
Xin goi s& 1-800-878-4445 (TTY: 711).

Traditional Chinese: ;T3 : IR P X - MOILIRERGES ZERHE - FHE 1-800-878-4445
(TTY: 711) =

Kushite: XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltiidhaan ala, ni
argama. Bilbilaa 1-800-878-4445 (TTY: 711).
Farsi:

AorSs oeled 1-800-878-4445 (TTY: 711) b .ogd s 0l ok 4 OB Cygee 40 (315 Mgt cdiiS o Comno (2008 013 4 51 1az g3
Ukrainian: YBATA! flkwio Bn po3moBAsETe YKpaiHCbKOK MOBOLD, AnA Bac AocTynHi 6e3KoWTOBHI nocayrm
moBHOI niaTpumkn. TenedoHyiite 3a Homepom 1-800-878-4445 (Tenetann: 711).

Japanese: Jf5 104 T HARGE TOWM A D Ay HOS5 Tl g — AL MR C TR 2720 R
7, 1-800-878-4445 (TTY: 711) £ T, BEGHTEE 0,

Korean: =2|: &t E AtEctAl= 2=, AU A& MHIAE S22 0120t += U= LICH 1-800-
878-4445 (TTY: 711) He 2 Matoll =& Al &

Nepali: &9 I8 qURA AUTel Aede® Y9 dUlsd FY YT Terdl Jaee H:3eh ©uHl
JUAS B | 1-800-878-4445 (TTY: 711) AT BIF T8I |

Romanian: ATENTIE: Daca vorbiti limba romana, va stau la dispozitie servicii gratuite de asistenta
lingvisticad. Sunati 1-800-878-4445 (TTY: 711).

German: ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlose Sprachassistenzdienste zur
Verfligung. Rufnummer: 1-800-878-4445 (TTY: 711).

Hmong: LUS CEEB TOOM: Yog tias koj hais lus Hmoob, cov kev pab txhais lus, muaj kev pab dawb rau
koj. Hu rau 1-800-878-4445 (TTY: 711).

Cambodian: FANE U 1T SMHEASWNWMANISI

HIGE SIUNNSWINAMANTENWES SARIYIIMNAENY IUIUTISIIN1UES 1-800-878-4445
(TTY: 711)4

Laotian: CQLRIL: 1) 209IVCDIWITIDN0, AL NIVY  08CH_ & O TWIFI

tloeu oo loun. L 1-800-878-4445 (TTY: 711).



