
 SECTION 3 – to be completed by dispenser
date of order	 date of delivery			   single vision	  trifocal

		   bifocal 	  prog

right lens charge	 $

left lens charge	 $

oversize charge, if any	 $

 prism charge      other	 $

 slab off charge _____________

tint charge

color _____________ No. __________	 $

frame charge

name of frame _________________________	 $

Enter frame size 				MM   

contact lens charge

 hard         soft		 $

total for optical materials	 $

comments

     
SIGNATURE		                   DATE

PLEASE TYPE OR PRINT NAME OF DISPENSARY	                  ECN PROVIDER NO.

STREET ADDRESS

city, state, and zip code

C4669-61 (8/06)

Vision Claim FORM

patient’s name (last name first)

employee’s name

street address

city, state, and zip code	

Other vision coverage? If “Yes,” give name of carrier and policy number

 yes    no   

Was care required because of an injury or illness? If “yes,” please explain

 yes    no   

If dependent age over contract age limit, are they a full-time student?

 yes    no  

The above answers are true and complete according to the best of my knowledge and belief. I hereby authorize my doctor to furnish and disclose all facts
concerning this claim. I hereby assign payable benefits to participating providers. 

_____________________________________________________________________________________________________ 	 _______________________________
   Patient Signature	   Date

 SECTION 2 – to be completed by Doctor
Date of Examination	R efraction		

	N o refraction

if you prescribed glasses, check the type

 single vision    bifocal    TRifocal    Progressive    contact Lens

has cataract surgery been performed?

 yes    no    date:

can visual acuity be restored to at least 20/70 in the

better eye with conventional glasses?           yes    no

is this a prescription	 best corrected visual acuity

change from last year?     yes    no	 r.e. 20/              l.e. 20/

rvs/cpt	 examination fee

	 $

DOCTOR’S PRESCRIPTION
	S phere	C ylinder	A xis	P rism	B ase

R.E.	 •	 •

L.E.	 •	 •

READING ADD       R.E.                  +                 •                             L.E.     +             •

SPECIAL INSTRUCTIONS: In order to use this form: The Participating Provider must 

call MESVision for eligibility Verification at (877) 601-9083
SIGNATURE	DATE

PLEASE TYPE OR PRINT NAME OF DOCTOR	              ECN PROVIDER NO.

STREET ADDRESS

CITY, STATE, AND ZIP CODE

 SECTION 1 – employee/patient TO COMPLETE and sign THIS SECTION

Exam Eligibility VerificATION NO. Materials Eligibility VerificATION NO.

Please Forward Claims To:
MESVision
P.O. Box 25208, Santa Ana, CA 92799-5208
(877) 601-9083         (714) 619-4660
	

 �gender	 EMPLOYEE SOCIAL SECURITY NUMBER

   MALE    FEMALE

 �RELATIONSHIP TO EMPLOYEE	PATIENT ’S BIRTHDATE

  SELF    SPOUSE/dom.prtnr.   CHILD           Month      day      year

A
n

 In
d

e
p

e
n

d
e

n
t 

M
e

m
b

e
r 

o
f 

th
e

 B
lu

e
 S

h
ie

ld
 A

ss
o

c
ia

tio
n

 

 NAME OF EMPLOYER	G roup No.

Blue Shield of California and 
Blue Shield of California Life & Health Insurance Company

Claims Submitted For:  EXAM ONLY   MATERIALS ONLY   EXAM & MATERIALS  
(PLEASE CHECK ONLY ONE BOX)

For your protection, California law requires the following to appear on this form: 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 a  state prison. 

NOTE:  Please complete the entire enrollment form. This form cannot be processed if information is incomplete.

IMPORTANT:  PLEASE PRINT ALL SECTIONS IN BLACK INK.


