
      New York State Vision Plan 
  

      
 

NEW YORK STATE AGENCY PUBLICATIONS SUPPLY REQUEST FORM 
 
 
Agency Shipping Address: Date: ________________________________ 
(must include building location for UPS or truck delivery) 
 
Your Name _____________________________________ Agency Code Number ___________________ 
 
Agency Name ___________________________________ Phone Number (      ) ____________________   
 
Office Name or Room Number ______________________ Fax Number (      ) ______________________ 
 
Street and No. (Not PO Box) __________________________________________________________________  
 
City & State __________________________________________ Zip Code ______________________________ 
  
Email Address: _____________________________________________________________________________ 
 

FAX THIS COMPLETED FORM TO: 513-492-5325 
               

Questions?  Call:    EyeMed Vision Care, 1-877-226-1412 
 

 
FORM # 

 
VISION BENEFIT BOOKLET NAME QUANTITY 

 
NYPBAT 

 
PBA-T 

 

 
NYPBAS 

 
PBA-S 

 

 
NYPIA 

 
PIA 

 

 
NYMC 

 
M/C 

 

 
NYSET 

 
NYSCOPBA - Arbitration-Eligible 

 

 
NYSTCA 

 
NYSCOPBA – Contract Affected  

 

 
ALESU 

 
ALESU - Settled 

 

 
82SET 

 
Council 82 - Arbitration-Eligible 

 

 
82STCA 

 
Council 82 - Contract Affected 

l 

 
NYPEF 

 
PEF 

 

 
 
Once we receive your order, please allow 10 business days for shipment of your booklets. 
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