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VISION/EYE CARE CLAIM FORM

CLAIM NO._ _____________________

INSTRUCTIONS 
THIS FORM IS USED TO SUBMIT A CLAIM FOR SERVICES UNDER YOUR HEALTH PLAN

TO AVOID HAVING YOUR CLAIM RETURNED:

• Prepare a SEPARATE CLAIM FORM for each family member.

• Complete ALL OFTHE INFORMATION REQUESTED in items I through 11.

• Complete item 12 if you PREFER THAT BENEFITS BE PAID TO THE PROVIDER OF SERVICE. BritCay reserves the right to make
payment directly to the subscriber and to refuse to honor the assignment of any claim to any person or party.

Please complete Items 4, 6, and 8 as specified below:

Item 4: If you also have any other health insurance coverage for Vision/Eye Care, 
complete item 4.

Item 6: Indicate Identification Number as it appears on your Identification Card, or the 
subscriber’s Social Security Number.

Item 8: Indicate the Group Number from your Identification Card.

PROVIDER INFORMATION:

The provider is to complete items 13 through 36 as indicated. The following Items are to be completed as specified below. If the 
provider does not complete the reverse side, a completely itemized bill must be attached.

Item 23: Complete with the name of the provider who referred the patient to you or the name of the provider to 
whom you referred the patient.

Item 29D: If the service or supply which you provided is preprinted under 29D, please complete the date of service, 
the place of service if appropriate, the charge and the frequency. If the service or supply which you 
provided is not printed under29D, please complete the blank line under Item 29.

Item 29D.3: Visual field examination with diagnostic evaluation; with or without refraction; examination 
(eg, tangent screen, Autoplot, arc perimeter, or single stimulus level automated test, such as Octopus 3 
or 7 equivalent)

Item 29F: Unless otherwise indicated by the procedural description, the frequency of supplies is important when 
billing for one or more lenses. Use this to indicate the number of lenses or the frequency of each 
specified code.

Item 36: If the claim form is being used in place of an itemized bill, the provider must sign and date the claim in 
item 36.

BEFORE SUBMITTING YOUR CLAIM, BE SURE THAT:

1. The subscriber has completed items 1-11 and item 12, if applicable.

2. The provider has completed items 13-36 or a completely itemized bill is attached.

3. You have kept copies of the claim for your personal records, if needed.

Vision/Eye Care Program subscriber claims should be submitted: 

• by Email to Medical_KY@cgcoralisle.com;
• by Fax to 345 945 0658; or 
• to the address over.
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