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Complete Part I - Employee’s Statement.

Have your Optometrist or Ophthalmologist or Supplier complete Part II.
Be sure form is completed. Mail completed form to address shown.

If you have any questions, please contact our Group Policyholder Service
number (800) 451-2513, Monday-Friday, 8am-6pm ET.

Part I: Employee’s Statement (please print) You must read and sign reverse side.

Employee’s information

Employee’s name (last, first, middle initial)

Social Security Number Date of birth Gender
OM OF

Employee’s home mailing address (number, street, city, state, zip)

Employer’s Information

Employer’s name Vision account number

Spouse’s Information

Spouse’s name (last, first, middle initial) Date of birth

Patient’s Information

Patient’s name (last, first, middle initial)

Date of birth Gender Relationship to employee

. OM OF

Is dependent (19 years or older) a full-time student? O Yes O No

If yes, provide school name and city Expected date of graduation:

Other Coverage Information

Authorization

Is patient covered by any other vision plan? O Yes O No

If yes, provide name of other vision carrier ~ Effective date of coverage

Subscriber’s name Relationship to patient

Signature

Authorization to pay benefits to provider: | hereby authorize payment directly to the provider named
below on this claim for the group vision benefits otherwise payable to me, but not to exceed the charges
shown. | understand that | am financially responsible for any charges not covered by this authorization.

Employee’s signature Date

X

Sun Life and Health Insurance Company (U.S.) is a member of the Sun Life Financial group of companies.
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I authorize the release and disclosure of my protected health information and other information as described below.

My protected health information is individually identifiable health information, including demographic information, collected
from me or created or received by a health care provider, a health plan, my employer, or a health care clearinghouse and that
relates to: (1) my past, present, or future physical or mental health or condition; (2) the provision of health care to me; or (3)
the past, present, or future payment for the provision of health care to me.

| authorize any health care provider or health care facility to disclose or furnish to Sun Life and Health Insurance Company (U.S.)
(SLHIC (U.S.)) including any legal representatives designated by SLHIC (U.S.) the following protected health information: Dental

or Medical records or other information of a medical nature in regard to my physical or mental condition or the physical or mental
condition of my dependents. This authorization extends to and includes HIV-related information, AIDS or AIDS related disorders or
information relating to alcohol or drug abuse treatment or services or mental health care to the extent permitted by law.

| further authorize any employer to which this authorization is directed to disclose or furnish my employment, financial and
wage information to SLHIC (U.S.) and any legal representative that it might designate.

| authorize SLHIC (U.S.) to use or disclose this protected health care information, in connection with payment or health care
operations, to any person or entity performing a business or legal function on behalf of SLHIC (U.S.) or as otherwise specifically
permitted or required by law. | understand that information disclosed to, or by, SLHIC (U.S.) pursuant to this authorization might
be subject to re-disclosure and no longer protected by the HIPAA Privacy Rule.

| understand that: (1) the protected health information being released will be used for the purpose of evaluating a claim for
insurance benefits; (2) my refusal to sign this authorization may adversely affect the payment of claims;

(3) I'have the right to revoke this authorization at any time by writing to SLHIC (U.S.) at the address listed at the top of this
form; and (4) | am entitled to a photocopy of this authorization upon request.

This authorization is valid for up to 12 months from the date it was signed. Revocation of this authorization will not affect the
rights of any person or entity who acted in reasonable reliance on the authorization before receiving notice of the revocation. A
photocopy of this authorization shall be as valid as the original.

Signature
Employee’s signature Date
X
Patient’s signature (parent should sign for minor child) Date
X

Warning

STATE LAW IN SOME STATES REQUIRES THE FOLLOWING STATEMENT:

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 (in Oregon, “may be guilty of insurance fraud,”) commits a fraudulent
insurance act, which (in Oregon “may be subject to prosecution.”) is a crime and subjects such person to criminal and civil
penalties.

THIS NOTICE DOES NOT APPLY IN VIRGINIA.

IN CALIFORNIA: “Any person who knowingly presents a false or fraudulent claim for payment of a loss is guilty of a crime
and may be subject to fines and confinement in state prison.”

IN FLORIDA: “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.”

IN LOUISIANA: “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.”

IN NEW JERSEY: “Any person who knowingly files a statement of claim containing any false or misleading information is
subject to criminal and civil penalties.”

IN NEW YORK: “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 $5,000 and the stated value of the claim for each violation.”

IN PUERTO RICO: “Any person who, knowingly and with the intent to defraud, presents false information in an insurance
request for, or who presents, helps or has presented a fraudulent claim for the payment of a loss or other benefit, or present
more than one claim for the same damage or loss, will incur a felony, and upon conviction will be penalized for each violation
with a fine no less than $5,000 nor more than $10,000, or imprisonment for a fixed term of 3 years, or both penalties.

If aggravated circumstances prevail, the fixed established imprisonment may be increased to a maximum of 5 years; if
attenuating circumstances prevail, it may be reduced to a minimum of 2 years.”
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Name of Optometrist/Opthamologist or supplier (first, last) Telephone number

Mailing address (number, street, city, state, zip)

Social Security number or TIN License number

Is treatment the result of an auto accident? Other accident?
O Yes O No O Yes O No

Is treatment the result of occupational illness or injury? O Yes O No

If “Yes”, enter brief description and dates

Are any services covered by another plan? O Yes [ No

Services provided

Description Date of service Fee
Examination . .
Single vision with frame . .
Bifocal with frame . .
Frame only . .
Tint . .
Lenses only — single vision . .
Lenses only — bifocal . .
Contact lenses . .
Other . .
Total charges . .
Please complete the following Were lenses prescribed as a result of eye surgery? O Yes O No

Signature

If “Yes”, please specify procedure

What is patient’s degree of visual acuity? Corrected Uncorrected

Indicate diagnosis or nature of disease or vision disorder

If tinted glasses were furnished, were they specifically prescribed for medical reasons? O Yes

O No

Provider’s signature Date

X .




