
Provider’s Name or 

Practice Name: ________________________________________________

Vision           Laser Correction Hearing

Address: ____________________________________________________

____________________________________________________

City, State, Zip: ________________________________________________

Phone: ____________________________________________________

Additional Phone: ______________________________________________

Fax: ____________________________________________________

Special Group: ________________________________________________

Requested By: ________________________________________________

Associate: ____________________________________________________

Fax to:  1-888-553-2847

New Provider / Optical Application Request Form
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