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Qut-Of-Network Reimbursement Form

Submit this form along with your **itemized receipt to:
VSP P.O. Box 997105, Sacramento, CA 95899-7105

IMPORTANT NOTE:
Your itemized receipt must include the information shown below with an **¥, If your receipt does not
contain this information your claim cannot be processed and you will need to contact your non-VSP
provider for a new receipt which includes the required information.

Member Information:

Member's 11} or Last four digits of Social Sccurity Number:

Member's Name: Date of birth:
Address:
City States ZIP Code: Phone Number:

Patent Information:

B Patient’s Name: Date of Birth:

Relationship to Member:

If the patient is a child (and over the age of 18}

{s the child a full ¢tme studene? Y/N MName of School:

Is the child physically impaired? Y/N

Reimbursement Request Information:

ate Services were received:

*#Services rececived (pleasc cirele any that apply and provide the amount paid for each)

Exam $
Lenses: Single Vision
Bifocal
Trifocal $
Progressive
Lenticular
Lens Options:
Tint $
Other $
{Includes Scratch Coatings, Anti-Reflective coatings, efc.)
Frame %
Contact Lenses $
Contact fitting &/or Evaluation $
= Provider/ Optical Shop Name: Phone Numben
Address:
City: State: ZIP Code:

For additional information on your eyecare benefits, please contact Customer Service at (804) 877-7193.
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Your eyecare benefit is brought to you by
Manhattan Beach Unified School District and
VSP.

Your Coverage from a VSP BDoctor

Exam covered in full ..c.iininiininnns every 12 months
Prescription Glasses
l.enses covered in full.......cccuiuene every 12 months
+ Single vision, lined bifocal, lined trifocal lenses
and tints
« Polycarbonale lenses for dependent children
Frame.... rrsrerr e every 12 months

e Frame of your choice covsred up fo $105
o Plus, 20% off any out-of-pocket costs
~0OR~
Contact Lens Care ....cccrcnemvnniens every 12 months
When you choose contacts instead of glasses, your $105
allowance applies to the cost of your contacts and the
contact lens exam {fitting and evaluation). This exam is in

addition to your vision exam to ensure proper fit of
confacts.

Current soft contact lens wearers may qualify for a special
contact lens program that includes a contact lens
evaluation and initial supply of replacement lenses. Learn
more from your doctor or vsp.com.

Extra Discounts and Savings

Laser Vision Correction Discounts

Prescription Glasses

« Up to 20% savings on lens extras such as scrafch
resistant and anti-reflective coatings and progressives

s 20% off additional prescription glasses and sunglasses”

Contacts™

= 15% off cost of contact lens exam
(fitting and evaluation)

* Available from the same VSP doclor who provided your eye
exam within the last 12 months

Your Copays
Exam & Prescription Glasses .....cvvcvrcernresiverens $10
Contacts.nnn. rrrsssnsenneesns: NO COpaY applies

Crollar for dollar you get the best value from your VSP benefit when
you visit a VSP network doctor. If you decide not to see a VSP doctor,
copays still apply. You'li also receive a lesser benefit and typically pay
more out-of-pocket. You are required to pay the provider in full at the
time of your appointment and submit a claim to VSP for partial
reimbursement. if you decide to see a provider not in the VSP
network, call us first at 800-877-7195.

Out-of-Network Reimbursement Amounts:

EXBITL. oo o vttt vrssaee s ea e e s ee e eme et e st emn e st st re e re e rrert s rme s e Up fo §40
Lenses:
Single Vision,.., Up to $40

Lined Bifocal
Lined Trifocal

.. Up to $50
.. Upto 880
L Upto 5
Up to §45
. Upto §105

frame ..
Contacts

VSP guarantees service from VSP network doctors only.

In the event of a conflict between this information and
your organization's contract with VSP, the ferms of the
contract wilf prevail.
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