MANITOBA Please Return Completed Claims To:
BLUE CROSS’
\ 491 Portage Avenue
5P B Winnipey, MB  R3B 2E4
VISION CARE CLAIM FORM Phone: 1-800-665-1234
CINUP Fax: 1-877-786-3889
INSTRUCTIONS:

+ THIS FORM IS TO BE USED FOR VISION CARE BENEFITS FOR COR-  + PLEASE ATTACH AN ITEMIZED RECEIPT OR INVOICE.
RECTIVE EYEGLASSES/CONTACT LENSES AND EYE EXAMINATIONS. + RECEIPTS WILL NOT BE RETURNED - PLEASE KEEP COPIES FOR

+ BENEFITS PAYABLE SHALL BE DETERMINED BY THE MAXIMUMS AND YOUR RECORDS. LEGIBLE PHOTOCOPIES MAY BE SUBMITTED IN
FREQUENCY LIMITATIONS CONTAINED IN THE COVERAGE PLACE OF ORIGINALS.
AGREEMENT.

« PLEASE COMPLETE ALL SECTIONS OF THE CLAIM FORM.

TO BE COMPLETED BY EMPLOYEE: (PLEASE PRINT CLEARLY)
CERTIFICATE NO. POLICY SURNAME OF PATIENT GIVEN NAME ANDAINY”AL OF PATIENT DATE OF BIRTH
- 0 S M T 0 Ly DAY MONTH YEAR
1[09'!2!314i5l | 31()[\; oM LI b1 e! ‘BIBIyi Ll 130 v T2
EMPLOYEE ADDRESS CITY/TOWN PROVINCE
Wl  MARKET ST. WINNIPEG MR

EMPLOYEE NAME LAST FIAST e DAT;SE;ZHTH o

SMITH MARY 03| il (1,3
PRESCRIPTION EYEGLASSES/CONTACT LENSES , ,
PRESCRIBED BY: [ opHTHALMOLOGIST (X opTomMeTRsT [ prvsician | ARE ANY BENEFITS OR SERVICES PROVIDED _

o , S o5 o UNDER ANY OTHER VISION GARE COVERAGE? hves wno
DATE OF PURGHASE. i, .~ S
5% MONTH VEAR IF YES, COMPLETE THE FOLLOWING:
AMOUNT BILLED: ¢ 210 . G0 CONTRACT HOLDER OF OTHER PLAN .
EYE EXAMINATIONS
, BIRTHDATE. ;e /
EXAM COMPLETED BY: L OPHTHALMOLOGIST W OPTOMETRIST DAY MONTH YEAR
DATE OF SERVICE: ) / 05 - EMPLOYER
MONTH YEAR
AMOUNT BILLED: s 30 oo EMPLOYER'S INSURANCECO.
LASER EYE SURGERY POLICY ORCONTRACTNUMBER
DATE OF SERVICE: /o Do IF BLUE CROSS IS SECOND INSURER PLEASE ATTACH A STATEMENT OF
DAY MONTH YEAR i e o . AN OGS (E T G
AMOUNT BILLED: s PAYMENT GR DENIAL FROM FIRST INSURER AND COPIES OF THE BECEIPTS,
ASSIGNMENT OF BENEFITS IF CLAIMANT IS A DEPENDENT CHILD OVER THE AGE OF 18 PLEASE

COMPLETE THE FOLLOWING:
IS PAYMENT TO BE MADE TO THE PROVIDER OF SERVICE? 3 YES Tx NO 1. AGE OF CHILD

I HEREBY ASSIGN BENEFITS TO THE FOLLOWING PROVIDER: 2 1S HE/SHE MABRIED? I3 YES 3 NO
PROVIDER NUMBER RSN S
IF YES, DATE OF MARRIAGE DD MM YY
NAME _ _
- 3. 18 HE/SHE EMPLOYED FULL-TIME? -4 YES  INO
ADDRESS | N
e POSTALCODE IF YES. DATE FULL TIME EMPLOYMENT STARTED DD MM YY
4. 1S HE/SHE IN FULL-TIME ATTENDANCE AT SCHOOL
I UNDERSTAND THAT THE CHARGES LISTED MAY NOT BE COVERED BY OR MAY COLLEGE. OR UNIVERSITY? JYES [ NO
EXCEED MY POLICY BENEFITS. | UNDERSTAND THAT | AM FINANCIALLY RE-
SPONSIBLE TO THE ABOVE PROVIDER FOR THE COST OF TREATMENT. 5. 1S HE/SHE PHYSICALLY OR MENTALLY INCAPACITATED
AND DEPENDENT ON YOU FOR SUPPORT? 1 YES ] NO

EMPLOYEE SIGNATURE

| CERTIFY THAT | AM AWARE OF AND HAVE READ THE AUTHORIZATION AND CONSENT ON THE REVERSE SIDE OF THIS CLAIM FORM. | AGREE THAT THIS CLAIM IS TRUE AND CORRECT AND AGREE THAT
IT SHALL BE SUBJECT TO THE PROVISIONS OF THE POLICY.

SIGNATURE OF INSURED W DATE 05' 15 ,06

FOR GLASSES OR CONTACT LENSES, ATTACH PRESCRIPTION OR HAVE SUPPLIER COMPLETE AT PLACE OF PURCHASE:

PRESCRIPTION DETAILS: ARE THESE CORRECTIVE LENSES? ¥ vyeEs I NO
SPHERE: R . b IS THIS A PRESCRIPTION CHANGE? JdYES A NO
CYLINDER: R L COSsT:
AXIS: R L LENSES
PRISM 1. H_ L. FRAMES
BASE 1: R Lo REPAIRS
PRISM 2: R L TINTS/COATINGS
BASE 2: R L CONTACT LENSES
ADD: R L TOTAL COST
J Non-Status 3}‘ Status If "Status”, complete the foliowing:
Total Amount of Claim: $ 270 iy 03_ if the amount paid by NIHB is nil, please indicatewny ____ .~~~
Less any reimbursement through NIHB: & @ - @; ﬁ Reached annual timit
Balance owing: $<L70_OQ ,,,,,,, ] Other, please provide details
DATE P HEREBY CERTIFY THAT THE SERVICES LISTED ABOVE ARE CORRECT AND REPRESENT THOSE RENDERED TO

THE PATIENT NAMED.

OS ’ l 6 ,08 SUPPLIER'S SIGNATURE: X

@The Blue Cross symbol and name are registered marks of the Canadian Association of Blue Cross Plans. an association of independent Blue Cross pians. Licensed to the Manitoba Blue Cross Plan.
CINUP, 491 PORTAGE AVENUE, WINNIPEG, MANITOBA R3B 2E4, PHONE 1-800-6685-1234, FAX 1-877-786-3889
MBC 1278-POF-05/2008



