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Vision Claim Filing Checklist

Before filing a vision claim the member should ensure that the following is completed for timely
processing:
v/ Copy of superbill from a provider’s office or sales receipt is attached to claim form

v/ Ensure that all documentation is legible and provider’s tax identification number is present
on aclam
v/ Ensure that provider signature is present on claim

v Ensure that the above documentation is attached to a Routine Vision Service Report
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