
 

 
 

 
 
 

 

 

 

  

 
 
 
 
 
 

 
 

Get Reimbursed for Qualifying 
Out-of-Pocket Payments 

Have you paid out Stay in network and 
save on your next visit. of pocket for covered 

services from a vision You’ll likely pay less for your care 
when you go to a provider in our provider who isn’t in 
network. Here’s how to find one. 

our network? You may 
be able to get some of At bcbstmedicare.com: 

your money back. 1

2

3 

Log in to your account. Then click 
Find Care & Estimate Costs. 

Just print, fill in and mail Choose Vision from the My 
Network dropdown menu. pages 1, 2 and 4 of the claim 

form we’ve attached here. Choose the kind of vision care 
you’re looking for, or search for You’ll need to file your claim 
providers by name or specialty. 

within 12 months of the date 
of your care. With the BCBSTNSM app: 

1 Tap Get Care, then Vision. 

Out-of-network/non-contracted providers are under no obligation to treat BlueAdvantage (PPO)SM members, except in emergency 
situations. Questions? Please call our Member Service number at 1-800-831-2583, TTY 711. From Oct. 1 to March 31, you can call 
us from 8 a.m. to 9 p.m. ET, seven days a week. From April 1 to Sept. 30, we’re available from 8 a.m. to 9 p.m. ET, Monday through 
Friday. Or see your Evidence of Coverage for more information, including the cost-sharing that applies to out-of-network services. 
EyeMed is an independent company that administers VisionBlue services on behalf of BlueCross BlueShield of Tennessee, Inc. 
EyeMed does not provide BlueCross branded products and/or services. EyeMed is solely responsible for the products and/or 
services they provide. BLUE CROSS®, BLUE SHIELD®, and the Cross and Shield Symbols are registered service marks of the Blue 
Cross Blue Shield Association, an association of independent Blue Cross and Blue Shield Plans. Use of apps is voluntary. If you 
choose to use one of our apps, you’re responsible for the cost of any technology (e.g., cellphone, tablet or computer), internet 
access and/or upgrades needed to use an app. They’re not covered benefits. It’s your responsibility to keep your phone, tablet or 
computer and access to the app secure. 

BlueCross BlueShield of Tennessee, Inc., an Independent Licensee of the Blue Cross Blue Shield Association 

H7917_23EyeMedOOPForm_C (03/23) 

https://bcbstmedicare.com
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OUT-OF-NETWORK VISION SERVICES CLAIM FORM 

Claim Form Instructions 
To request reimbursement, please complete and sign the 
itemized claim form. Return the completed form and your 
itemized paid receipts to: 

First American Administrators, Inc. 
Attn: OON Claims, P.O. Box 8504, Mason, OH 45040-7111 

Patient Last Name† Patient First Name† MI 

Birth Date (MM/DD/YYYY)† Street Address† 

City† State† Zip Code† 

Patient Member ID # Relationship to Subscriber 

Self Dependent 

Doctor or Store Name where you received service† 

Subscriber Last Name† Subscriber First Name† MI 

Birth Date (MM/DD/YYYY) Street Address 

City State Zip Code 

Vision Plan Name Date of Service† (MM/DD/YYYY) 

Vision Plan Group # Subscriber Member ID # 

†Required 
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OUT-OF-NETWORK VISION SERVICES CLAIM FORM 

Request for Reimbursement 
Enter Amount Charged.† Remember to include itemized paid receipts.† 

Amount Please 
Service Type Lens Type 

Charged Check 

Exam Single 
$

*92014* *V2100* 

Refraction Bifocal 
$

*92015* *V2200* 

Frame Trifocal 
$

*V2025* *V2300* 

Contact Lens Progressive 
$

*S0500* *V2781* 

Contact Lens Prem Prog 
$

Fitting *92310* *V278126* 

Lenses Other 
$ $ 

Lens Options: Amount 
(if purchased) Charged 

Anti-Reflective 
$

*V2750* 

Polycarbonate 
$

*V2784* 

Scratch 
$

*V2760* 

Tint 
$

*V2745* 

UV 
$

*V2755* 

Roll and Polish 
*V2702* $ 

Enter Total Amount Paid as shown on receipt, 
$

excluding sales tax† 

I hereby understand that without prior authorization from EyeMed Vision Care LLC for 
services rendered, 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. By signing this claim form, I certify that I have read the applicable claim fraud 
warnings included with this form, and that all the information furnished by me is 
true and correct. 

Member/Guardian/Patient Signature (not a minor)† Date 

†Required 
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OUT-OF-NETWORK VISION SERVICES CLAIM FORM 

Network Access Exceptions 

We work hard to make sure that you have access to thousands of eye doctors across 
the nation. Whether it’s due to location or provider availability, you may need to go  
out-of-network to receive care. 

If this applies to you, please complete the following form. If not, please skip this section. 

Based from your home or office location, you may have the right to obtain in-network 
level of benefits with an out-of-network provider when: (i) you cannot schedule a visit 
within two-weeks, (ii) you are unable to locate a participating provider within a 10-mile 
radius in an urban-suburban area, or (iii) you are unable to locate a participating provider 
within a 20-mile radius in a rural area. You must submit a claim form to EyeMed for 
reimbursement. 

Caution, this option is not available when you choose to use an out-of-network provider 
due to (i) your preference, (ii) when your personal schedule does not permit you to 
schedule an appointment with an available provider in two-weeks, (iii) or you are outside 
of your home or office location. Any person who, with intent to defraud or knowing that he 
or she is facilitating a fraud against an insurer, submits an application or files a claim 
containing a false or deceptive statement is guilty of insurance fraud. 
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OUT-OF-NETWORK VISION SERVICES CLAIM FORM 

Check the boxes that apply. I acknowledge that I fit into one or more of the 
following criteria: 

I was unable to schedule a visit within two-weeks with a participating provider. 

Please provide the participating provider’s name, location and contact information 
in which you attempted to schedule an appointment: 

Provider Telephone Number 
(000-000-0000) Provider’s Name 

Provider Street Address 

City State Zip Code 

I was unable to locate a participating provider within a 10-mile radius in an 
urban-suburban area. 

Please provide the zip code in which you were attempting to locate a provider: 

Zip Code 

OR 

I was unable to locate a participating provider within a 20-mile radius in a rural area. 

Please provide the zip code in which you were attempting to locate a provider: 

Zip Code 

Should you fail to provide the requested information associated with the criteria you 
selected above, you agree that we can process your claim as an out-of-network claim. 
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Revision date 04/12/18 OUT-OF-NETWORK VISION SERVICES CLAIM FORM 

State Fraud Warning Statements 

General Fraud Warning: Any person who, with intent to defraud or knowing that he is 
facilitating a fraud against an insurer, submits an application or files a claim containing 
a false or deceptive statement is guilty of insurance fraud and may be subject to fines 
and confinement in prison. 

For the states of AL, AK, AZ, AR, CA, CO, DE, DC, FL, GA, HI, ID, IN, KS, KY, LA, MA. MD, ME, 
MN, NC, NE, NH, NJ, NM, NY, OH, OK, OR, PA, PR, RI, TN, TX, VA, VT, WA and WV, please 
refer to the following fraud notices: 

Alabama: Any person who knowingly presents a false or fraudulent claim for payment of 
loss or benefit or who knowingly presents false information in an application for insurance 
is guilty of a crime and may be subject to restitution, fines or confinement in prison, or any 
combination thereof. 

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, Louisiana, Rhode Island, West Virginia: Any person who knowingly presents 
a false or fraudulent claim for payment of 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 the policyholder or claimant with 
regard to a settlement or award payable from insurance proceeds shall be reported to 
the Colorado Division of Insurance within the Department of Regulatory Agencies. 
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OUT-OF-NETWORK VISION SERVICES CLAIM FORM 

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. 

Georgia, Vermont: 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. 

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 of claim containing any 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 or 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 as determined by a court of law. 

Kentucky: Any person who knowingly and with intent to defraud any insurance company 
or other person files a statement of claim containing any materially false information or 
conceals, for the purpose of misleading, information concerning any fact material there 
to commits a fraudulent insurance act, which is a crime. 

Maine, Tennessee, 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 may include imprisonment, fines or a denial of insurance benefits. 
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OUT-OF-NETWORK VISION SERVICES CLAIM FORM 

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. 

Massachusetts: Any person who knowingly and with intent to defraud any insurance 
company or another 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, may be committing a fraudulent 
insurance act, which may be a crime and may subject the person to criminal and 
civil penalties. 

Minnesota: A person who files a claim with intent to defraud or helps commit a fraud 
against an insurer is guilty of a crime. 

Nebraska: Any person who, with intent to defraud or knowing that he or she is facilitating 
a fraud against an insurer, submits an application or files a claim containing false, 
incomplete or misleading information is guilty of insurance fraud. 

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 RSA 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 York: 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 material fact material thereto, commits a fraudulent insurance act, which 
is a crime, and shall also be subject to a civil penalty not to exceed five thousand dollars 
and the stated value of the claim for each such violation. 

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. 

North Carolina: Any person with the intent to injure, defraud, or deceive an insurer or 
insurance claimant is guilty of a crime (Class H felony) which may subject the person to 
criminal and civil penalties. 



 
 

 
 

 

  

  
 

 

  
 

 
 

 
 

 
  

 

    

 
  

OUT-OF-NETWORK VISION SERVICES CLAIM FORM 

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 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. 

Oregon: Any person who knowingly, and with intent to defraud any insurance company 
or other persons 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, may be subject to prosecution for insurance fraud. 

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) and not more than ten thousand ($10,000), or a fixed term of imprisonment 
for three (3) years, or both penalties. Should aggravating circumstances be 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. 

Texas: 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 state prison. 

Virginia: Any person who, with the intent to defraud or knowing that he is facilitating 
a fraud against an insurer, submits an application or files a claim containing a false or 
deceptive statement may have violated state law. 
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1 Cameron Hill Circle  | Chattanooga, TN 37402  | bcbstmedicare.com 

Nondiscrimination Notice 
BlueCross BlueShield of Tennessee (BlueCross), 
including its subsidiaries SecurityCare of Tennessee, 
Inc. and Volunteer State Health Plan, Inc. also doing 
business as BlueCare Tennessee, complies with 
applicable Federal civil rights laws and does not 
discriminate on the  basis of race, color, national 
origin, age, disability or sex. BlueCross does not 
exclude people or treat them differently because of 
race, color, national origin, age, disability or sex. 

BlueCross: 

› Provides free aids and services to people with 
disabilities to communicate effectively with us, 
such as: (1) qualifed interpreters and (2) written 
information in other formats, such as large print, 
audio and accessible electronic formats. 

› Provides free language services to people whose 
primary language is not English, such as: (1) 
qualifed interpreters and (2) written information 
in other languages. 

If you need these services, contact Member Service at 
the number on the back of your Member ID card or call 
1-800-831-2583, TTY 711. From Oct. 1 to March 31, you 
can call us 7 days a week from 8 a.m. to 9 p.m. ET. From 
April 1 to Sept. 30, you can call us Monday through 
Friday from 8 a.m. to 9 p.m. ET. Our automated phone 
system may answer your call outside of these hours and 
during holidays. 

If you believe that BlueCross has failed to provide 
these services or discriminated in another way on 
the basis of race, color, national origin, age, disability 
or sex, you can fle a grievance (“Nondiscrimination 
Grievance”). For help with preparing and submitting 
your Nondiscrimination Grievance, contact Member 
Service at the number on the back of your Member ID 
card or call 1-800-831-2583, TTY 711. They can provide 
you with the appropriate form to use in submitting 
a Nondiscrimination Grievance. You can fle a 
Nondiscrimination Grievance in person or by mail, fax 
or email. Address your Nondiscrimination Grievance 
to: Nondiscrimination Compliance Coordinator; 
c/o Manager, Operations, Member Benefts 
Administration; 1 Cameron Hill Circle, Suite 0019, 
Chattanooga, TN 37402-0019; 423-591-9208 (fax); 
Nondiscrimination_OffceGM@bcbst.com (email). 

You can also fle a civil rights complaint with the U.S. 
Department of Health and Human Services, Offce for 
Civil Rights, electronically through the Offce for Civil 
Rights Complaint Portal, available at https://ocrportal. 
hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: 
U.S. Department of Health and Human Services, 200 
Independence Avenue SW., Room 509F, HHH Building, 
Washington, DC 20201, 1-800-368-1019, 1-800-537-7697 
(TDD), 8:30 a.m. to 8 p.m. ET. Complaint forms are available 
at http://www.hhs.gov/ocr/offce/fle/index.html. 

H7917_23NDMLI_C (06/22) 

Multi-language Interpreter Services 

English: We have free interpreter services to answer any questions you may have about our health or drug plan. 
To get an interpreter, just call us at 1-800-831-2583, TTY 711. Someone who speaks English/Language can 
help you. This is a free service. 
Spanish: Tenemos servicios de intérprete sin costo alguno para responder cualquier pregunta que 
pueda tener sobre nuestro plan de salud o medicamentos. Para hablar con un intérprete, por favor llame 
al 1-800-831-2583, TTY 711. Alguien que hable español le podrá ayudar. Este es un servicio gratuito. 
Chinese Mandarin: 我们提供免费的翻译服务，帮助您解答关于健康或药物保险的任何疑 问。如果您需要此
翻译服务，请致电 1-800-831-2583, TTY 711。我们的中文工作人员很乐意帮助您。 这是一项免费服务。 

Chinese Cantonese: 您對我們的健康或藥物保險可能存有疑問，為此我們提供免費的翻譯 服務。如需翻譯
服務，請致電 1-800-831-2583, TTY 711。我們講中文的人員將樂意為您提供幫助。這 是一項免費服務。 

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot ang anumang mga 
katanungan ninyo hinggil sa aming planong pangkalusugan o panggamot. Upang makakuha ng tagasaling-
wika, tawagan lamang kami sa 1-800-831-2583, TTY 711. Maaari kayong tulungan ng isang nakakapagsalita 
ng Tagalog. Ito ay libreng serbisyo. 
French: Nous proposons des services gratuits d’interprétation pour répondre à toutes vos questions relatives 
à notre régime de santé ou d’assurance-médicaments. Pour accéder au service d’interprétation, il vous suffit 
de nous appeler au 1-800-831-2583, TTY 711. Un interlocuteur parlant Français pourra vous aider. Ce service 
est gratuit. 
Vietnamese: Chúng tôi có dịch vụ thông dịch miễn phí để trả lời các câu hỏi về chương sức khỏe và chương 
trình thuốc men. Nếu quí vị cần thông dịch viên xin gọi 1-800-831-2583, TTY 711 sẽ có nhân viên nói tiếng 
Việt giúp đỡ quí vị. Đây là dịch vụ miễn phí. 
German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu unserem Gesundheits- und 
Arzneimittelplan. Unsere Dolmetscher erreichen Sie unter 1-800-831-2583, TTY 711. Man wird Ihnen dort 
auf Deutsch weiterhelfen. Dieser Service ist kostenlos. 
Korean: 당사는 의료 보험 또는 약품 보험에 관한 질문에 답해 드리고자 무료 통역 서비스를 제공하고 있습니다. 
통역 서비스를 이용하려면 전화 1-800-831-2583, TTY 711 번으로 문의해 주십시오. 한국어를 하는 담당자가 도와 
드릴 것입니다. 이 서비스는 무료로 운영됩니다. 

Russian: Если у вас возникнут вопросы относительно страхового или медикаментного плана, вы 
можете воспользоваться нашими бесплатными услугами переводчиков. Чтобы воспользоваться 
услугами переводчика, позвоните нам по телефону 1-800-831-2583, TTY 711. Вам окажет помощь 
сотрудник, который говорит по-pусски. Данная услуга бесплатная. 
Arabic: 

 

Hindi: हमारे  े  े  े े  ज्वाब द े  े े पास मुफ््त द ु  े ँ स््वास््थ््य ्या द्वा की ्योजना क बार में आपक ककसी भी प्रश्न क न ेक लिए हमार भालि्या स्वाए 
उपिब््ध हैं  ु े  लिए, बस हमें 1-800-831-2583, TTY 711 पर फोन करें. कोई व्यलति जो लहन्दी बोि्ता है. एक दभालि्या प्राप्त करन ेक 
आपकी मदद कर सक्ता ह ै  े ै. ्यह एक मुफ््त स्वा ह. 
Italian: È disponibile un servizio di interpretariato gratuito per rispondere a eventuali domande sul nostro 
piano sanitario e farmaceutico. Per un interprete, contattare il numero 1-800-831-2583, TTY 711. Un nostro
incaricato che parla Italianovi fornirà l’assistenza necessaria. È un servizio gratuito. 
Portugués: Dispomos de serviços de interpretação gratuitos para responder a qualquer questão que 
tenha acerca do nosso plano de saúde ou de medicação. Para obter um intérprete, contacte-nos através 
do número 1-800-831-2583, TTY 711. Irá encontrar alguém que fale o idioma Português para o ajudar. 
Este serviço é gratuito. 
French Creole: Nou genyen sèvis entèprèt gratis pou reponn tout kesyon ou ta genyen konsènan plan 
medikal oswa dwòg nou an. Pou jwenn yon entèprèt, jis rele nou nan 1-800-831-2583, TTY 711. Yon moun 
ki pale Kreyòl kapab ede w. Sa a se yon sèvis ki gratis. 
Polish: Umożliwiamy bezpłatne skorzystanie z usług tłumacza ustnego, który pomoże w uzyskaniu 
odpowiedzi na temat planu zdrowotnego lub dawkowania leków. Aby skorzystać z pomocy tłumacza 
znającego język polski, należy zadzwonić pod numer 1-800-831-2583, TTY 711. Ta usługa jest bezpłatna. 
Japanese: 当社の健康 健康保険と薬品 処方薬プランに関するご質問にお答えするため に、無料の通訳サービス
がありますございます。通訳をご用命になるには、1-800-831-2583, TTY 711 にお電話ください。日本語を話す人
者 が支援いたします。これは無料のサー ビスです。

http://www.hhs.gov/ocr/office/file/index.html
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
mailto:Nondiscrimination_OfficeGM@bcbst.com
https://bcbstmedicare.com
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