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STATE OF NEW YORK  
STUDENT STATUS VERIFICATION FORM  

Complete this form for unmarried dependent students ages 19 through 24 prior to using 
services under the NYS Vision Plan.   The dependent must be considered a full-time student 
by the school attended.  Please return this form to EyeMed Vision Care via U.S. postal mail,  
e-mail, or fax at least 10 days before services will be requested. 

TO BE COMPLETED BY THE ENROLLEE: 

Name of Dependent Dependent Date of Birth 

 

Name and Address of School   

 

Date Semester Starts Date Semester Ends 

 

Enrollee Name EyeMed MVC Number (located on your ID card) 

or Enrollee SSN 

 

I certify that my dependent, is unmarried, and is enrolled as a full-time student in an accredited 
secondary or preparatory school or college. I agree to advise EyeMed Vision Care promptly of 
any changes in my child’s dependent student status. 

Enrollee’s Signature 

 

Date 

Please return completed form to EyeMed Vision Care via one of the following methods: 

1. Mail to:  EyeMed Vision Care  
Attn: Membership  
4000 Luxottica Place  
Mason, OH 45040 

2. Fax to the attention of EyeMed Vision Care – Membership at 513-492-3605. 

3. E-mail Address: Enroll@eyemedvisioncare.com 

Any person who knowingly and with the intent to defraud, files an application for insurance or statement of claim 
containing any materially false information, or conceals for purpose of misleading, information concerning any fact 
material thereto, commits a fraudulent insurance act. A fraudulent insurance act is a crime and shall be subject to 
a civil penalty for each violation not to exceed five thousand dollars and the stated value of the claims. 

Te
ar

 H
er

e



   

 14 

AUTHORIZATION FOR THE USE AND DISCLOSURE 
OF INDIVIDUALLY IDENTIFIABLE HEALTH INFORMATION 

NYS VISION PLAN 
 
I hereby authorize the use or disclosure of my individually identifiable health information as described below. By 
signing this document I understand that I authorize a person or entity to receive information and it may be   
re-disclosed and no longer protected by federal privacy regulations.   

Persons/organizations authorized to use or disclose the information:   EyeMed Vision Care 
 

Complete the following information: 
The persons/organizations you are authorizing to receive the information: 
 
 
Specific description of information that may be used/disclosed: 
 
 
This authorization expires on  [insert applicable date or event]: 
 
 
 
I understand that I may inspect or copy the information used or disclosed.  I understand that I may revoke this 
authorization at any time by notifying the person/organization providing the information in writing, except to the 
extent that: 

- action has been taken in reliance on this authorization; or  

- if this authorization is obtained as a condition for obtaining insurance coverage, other law provides the 
insurer with the right to contest a claim under the policy. 

A copy of this signed form will be provided to the member. 
 

Complete the following information only if EyeMed Vision Care is requesting the 
information for its own uses and disclosures: 
 The information will be used/disclosed for the following purposes [Check One]:  
 

 At the Request of the Individual                           Other-Please Describe: 
 

The organization authorized to use/disclose the information will receive compensation for doing so.  
 

Yes     No  
This authorization expires on  [insert applicable date or event]: 
 
 
I understand that this authorization is voluntary and that I may refuse to sign this authorization. My refusal to sign 
will not affect my ability to obtain treatment; receive payment; or eligibility for benefits unless allowed by law. 
 

Complete and sign this section: 
Signature of Patient: 
 
 

Date 

Printed Name of Patient:   Patient Date of Birth: 
 
 

EyeMed MVC Number (located on your ID card) or Enrollee SSN: 

 

 



Provider Signature: _______________________________________ Date:_____________         
**Provider must notify member of approval or denial by close of business following day 

 
 
 Effective 1/1/09 

 

 
• This is for the New York State Vision Plan 
• To qualify for medical exception: 

1. At least one year must have elapsed since the 
last date of service; AND  

2. Patient must be under the care of a physician for the qualifying medical condition and provide proof of 
care for the qualifying medical condition at the eye examination; AND  

3. Patient must experience significant vision loss due to a qualifying medical condition.  
Definition of significant prescription change and qualifying medical conditions are listed below.      

• All information must be complete in order for the request to be considered for approval 
 

Provider Information 

Provider ID        Date   

Federal Tax ID        Provider Location ID        

First Name        Last Name        

Phone  (xxx-xxx-xxxx)       Fax  (xxx-xxx-xxxx)       

Patient Information 

Enrollee / Subscriber ID or SSN         Plan ID 

Enrollee/ Subscriber Name       

Patient Name       Patient Birth Date (mm/dd/yyyy)       

*Enrollee Union or Group:   
 BL2 (PEF)   BL3 (M/C)   BL4 (PIA)    
 BL5 (PBA-T)   BL6 (PBA-S)   BL15 (Retiree)  

* The annual examination will be covered for eligible 
employees and dependents with a medical condition that 
may impact their vision refraction and who are referred by 
a qualified medical provider caring for that condition, 
regardless of whether the medical condition has caused a 
vision loss that requires a new prescription.   

**Enrollee Union or Group:   
 BL8 (ALESU – arbitration eligible)   
 BL9 (ALESU – contract affected)        
 BL10 (NYSCOPBA – arbitration eligible)        
 BL12 (NYSCOPBA– contract affected)                
 BL 13 (Council 82 – arbitration eligible) 
 BL 14 (Council 82– contract affected)        

** If the medical exception is denied, patient is responsible for 

cost associated with exam and materials 

Requested Services/Materials 
All information must be completed for the request to be considered for approval 
ICD-9 Diagnosis Code(s):       

(Definition of significant prescription change requirement: .75D sphere and/or 1.00D cylinder) 

Current Prescription 

OD       BVA 20/      

OS       BVA 20/      

New Prescription 

OD       BVA 20/      

OS       BVA 20/      

Qualifying Conditions (Check all that apply): 
 Diabetes           Keratoconus            Cataracts      Cataract surgery within two years of last prescription   
 Prescription Medication (type:     )   Other as determined by the Provider Manual  

 

 

Medical Exception Request Form  

Submit Completed Form and proof of care for 
qualifying medical condition to: 
Fax 1-866-552-9115 
Email: medexceptions@eyemedvisioncare.com 

 
Mail to:                    Provider Form Questions: 
P.O. Box 8504          Phone: 1-888-581-3648 
Mason, OH 45040       www.eyemedvisioncare.com  

Services And Materials Requested  

 Contact Lens      Exam      Fit and Follow up       Frame       Lens        
 Occupational Vision Glasses (Must meet criteria.  Covered benefit for some groups)     
 Standard Polycarbonate Lenses are covered benefit for some groups or in full for monocular adults or adults 

requiring correction + or –6.00D (If lens, type:     )             
** Please note member must purchase materials within 90 days of exam. ** 
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Claim Form Instructions 
Most EyeMed Vision Care plans allow members the choice to visit an in-network or out-of-network vision 
care provider.  You only need to complete this form if you are visiting a provider that is not a participating 
provider in the EyeMed network.  Not all plans have out-of-network benefits, so please consult your 
vision benefit booklet information to ensure coverage of services and/or materials from non-participating
providers.

If you choose an out-of-network provider, please complete the following steps prior to submitting the 
claim form to EyeMed.  Any missing or incomplete information may result in delay of payment or the form 
being returned. Please complete and send this form to EyeMed by March 31st following the year
the claim was incurred. 

Reimbursement for the eye exam, lenses and frame must be claimed at the same time on one
claim form.  Partial usage of plan benefits is considered full usage. 

1. When visiting an out-of-network provider, you are responsible for payment of services and/or
materials at the time of service.  EyeMed will reimburse you for services according to your plan 
design.

2. Please complete all sections of this form to ensure proper benefit allocation.  Plan information may be 
found on your benefit ID Card or by calling EyeMed at (877) 226-1412.

3. EyeMed will only accept itemized paid receipts that indicate the services provided and the amount
charged for each service.  The services must be paid in full in order to receive benefits.  Handwritten
receipts must be on the provider’s letterhead.  Attach itemized paid receipts from your provider to the 
claim form. If the paid receipt is not in US dollars, please identify the currency in which the receipt 
was paid. 

4. Please include a copy of your Explanation of Benefits if submitting for a Secondary Insurance Benefit.
5. Sign the claim form below. 

Return the completed form and your itemized paid receipts to: 

EyeMed Vision Care
Attn:  OON Claims 
P.O. Box 8504
Mason, OH  45040-7111 

Please allow at least 14 calendar days to process your claims once received by EyeMed. Your
claim will be processed in the order it is received.  A check and/or explanation of benefits will be mailed 
within seven (7) calendar days of the date your claim is processed.

Inquiries regarding your submitted claim should be made to the Customer Service number printed on the 
back of your benefit identification card. 17
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Patient Information (Required)
Last Name

First Name Middle Initial 

Street Address City State Zip Code 

Birth Date (MM/DD/YYYY)

 -  - 
Telephone Number

 -  - 
Enrollee MVC Number (located on ID card) or SSN Relationship to Enrollee

Self      Spouse      Child      Other 

Enrollee Information (Required)
Last Name

First Name Middle Initial 

Street Address City State Zip Code 

Birth Date (MM/DD/YYYY)
 -  - 

Telephone Number
 -  - 

Vision Plan Name
New York State Vision Plan 

Vision Plan ID # 
 9682005 

Date of Service (Required) (MM/DD/YYYY)

 -  - 

Request For Reimbursement –Please Enter Amount Charged. Remember to include itemized paid receipts:

Exam
$_________

Frame
$__________

Lenses
$_________

Contact Lenses
$__________

If lenses were purchased, please check type:   Single    Bifocal    Trifocal    Progressive 

I hereby understand that I may be denied reimbursement for submitted vision care services for which I am not eligible.  I
hereby authorize any insurance company, organization employer, ophthalmologist, optometrist, and optician to release any 
information with respect to this claim.  I certify that the information furnished by me in support of this claim is true and 
correct.

Member/Guardian/Patient Signature (not a minor) ______________________________ Date: _________________ 

GEN POP ONO

*GEN POP* *Out of Network* Revision date 11.2008Te
ar

 H
er

e



OOuutt ooff NNeettwwoorrkk
VViissiioonn SSeerrvviicceess CCllaaiimm FFoorrmm
NNEEWW YYOORRKK SSTTAATTEE VVIISSIIOONN PPLLAANN

FRAUD WARNING STATEMENTS
Alaska:  A person who knowingly and with intent to injure, defraud, or deceive an insurance company files a claim containing false, incomplete, or misleading 
information may be prosecuted under state law.
Arizona: For your protection Arizona law requires the following statement to appear on this form.  Any person who knowingly presents a false or fraudulent
claim for payment of a loss is subject to criminal and civil penalties.
Arkansas:  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. 
California:  For your protection California law requires the following to appear on this form:  Any person who knowingly presents false or fraudulent claim for
the payment of a loss is guilty of a crime and may be subject to fines and confinement in state prison. 
Colorado:  It is unlawful to knowingly provide false, incomplete, or misleading facts or information to an insurance company for the purpose of defrauding or
attempting to defraud the company.  Penalties may include imprisonment, fines, denial of insurance and civil damages.  Any insurance company or agent of
an insurance company who knowingly provides false, incomplete or misleading facts or information to a policyholder or claimant for the purpose of defrauding
or attempting to defraud a policyholder or claimant with regard to a settlement or award payable from insurance proceeds shall be reported to the Colorado
Department of Insurance within the department of regulatory agencies. 
Delaware:  Any person who knowingly, and with intent to injure, defraud or deceive any insurer, files a statement of claim containing any false, incomplete or
misleading information is guilty of a felony.
District of Columbia:  WARNING:  It is a crime to provide false or misleading information to an insurer for the purpose of defrauding the insurer or any other
person.  Penalties include imprisonment and/or fines.  In addition, an insurer may deny insurance benefits if false information materially related to a claim was
provided by the applicant.
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.
Hawaii:  For your protection, Hawaii law requires you to be informed that presenting a fraudulent claim for payment of a loss or benefit is a crime punishable
by fines or imprisonment, or both.
Idaho:  Any person who knowingly and with intent to defraud or deceive any insurance company, files a statement or claim containing a false, incomplete or 
misleading information is guilty of a felony.
Indiana:  A person who knowingly and with intent to defraud an insurer files a statement of claim containing any false, incomplete or misleading information
commits a felony. 
Kansas:  Any person who, with intent to defraud or knowing that he/she is facilitating a fraud against an insurer, submits an application or files a claim
containing a false or deceptive statement may be guilty of insurance fraud. 
Kentucky:  Any person who knowingly and with intent to defraud any insurance company or other person files an application or claim for insurance
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. 
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. 
Maine:  It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose of defrauding the company.
Penalties may include imprisonment, fines or a denial of insurance benefits. 
Maryland: Any person who knowingly and willfully presents a false or fraudulent claim for payment of a loss or benefit or who knowingly and willfully presents
false information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison. 
Minnesota:  A person who files a claim with intent to defraud or helps commit a fraud against an insurer is guilty of a crime.
New Hampshire:  Any person, who, with a purpose to injure, defraud or deceive any insurance company, files a statement of claim containing any false,
incomplete or misleading information is subject to prosecution and punishment for insurance fraud, as provided in § 638.20. 
New Jersey:  Any person who knowingly files a statement of claim containing any false or misleading information is subject to criminal and civil penalties.
New Mexico:  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 civil fines and criminal penalties. 
New York:  Any person who knowingly and with intent to defraud 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 also be subject to a civil penalty not to exceed $5,000 and the stated value of the claim for each such violation.
Ohio:  Any person who, with intent to defraud, or knowing that he is facilitating a fraud against an insurer, submits an application or files a false claim
containing a false or deceptive statement is guilty of insurance fraud.
Oklahoma:  WARNING:  Any person who knowingly and with intent to injure, defraud, or deceive any insurer makes any claim for the proceeds of an
insurance policy containing any false, incomplete or misleading information is guilty of a felony.
Pennsylvania:  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 subjects such person to criminal and civil penalties.
Puerto Rico: Any person who knowingly and with the intention of defrauding presents false information in an insurance application, or presents, helps, or 
causes the presentation of a fraudulent claim for the payment of a loss or any other benefit, or presents more than one claim for the same damage or loss, 
shall incur a felony and, upon conviction, shall be sanctioned for each violation with the penalty of a fine of not less than five thousand (5,000) dollars and not 
more than ten thousand (10,000) dollars, or a fixed term of imprisonment for three (3) years, or both penalties.  Should aggravating circumstances are
present, the penalty thus established may be increased to a maximum of five (5) years, if extenuating circumstances are present, it may be reduced to a
minimum of two (2) years.
Tennessee:  It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose of defrauding the
company.  Penalties include imprisonment, fines and denial of insurance benefits. 
Texas:  Any person who knowingly presents a false or fraudulent claim for the payment of a loss is guilty of a crime and may be subject to fines and
confinement in state prison. 
Virginia:  It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose of defrauding the company.
Penalties include imprisonment, fines and denial of insurance benefits. 
Washington: It is a crime to knowingly provide false, incomplete, or misleading information to an insurance company for the purpose of defrauding the
company.  Penalties include imprisonment, fines, and denial of insurance benefits. 
West Virginia: 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.






