VISIONCARFPROGRANREIMBURSEMENT

| certify that this bill representsa valid claimfor reimbursementfor visioncarereceivedby
me/or my eligibledependent(sandisthe only claimrequestedduringthe eligibility periodfor
me or my eligibledependent(ssonamed.Pleaselacea checkfor the serviceperformed.

Employee: EyeExam Glasses/Contadienses
CoPayment Bi/TrifocalLenses

Dependent: EyeExam D Glasses/Contadtenses
CoPayment Bi/TrifocalLenses

Dependent: [ | EyeExam D Glasses/Contadtenses

D CoPayment I:I Bi/TrifocalLenses

EmployeeName:

EmployeeSignature:

BannerlD: Date:

PhoneNumberor Ext:

PleaseNote: Originalreceiptsfrom the vision careprovider with the patient’s name,the service
renderedandthe amount paid for eachservicemust be attachedto this certificate and submitted to
HumanResourcesEmployeewill only be reimbursedfor onetype of lense glasseor contacts.

HumanResources:

|:| Denied

Atthistime, youareineligiblefor reimbursementOurrecordsindicateyour last
reimbursementwason:

[] Approved

Sentto Payrollon:

Amount:

ApprovalBy:




