@ Alwayscare Vision Claim Form

Instructions

Fax completed form to 1-855-400-9307

Questions? 1-888-729-5433, Ext. 2013
Mon. — Fri. 7:30 am to 8:30 pm (CST)
Sat. 9:00 am to 3:00 pm (CST)

Missing or inaccurate information on claim forms will cause delays in claim processing. The
following blocks are required for reimbursement:

Part I. Patient and Insured’s Information

Block 1a — Insured’s ID number

Block 2 — Patient’s name

Block 3 — Patient’s date of birth

Block 4 — Insured’s name

Block 7 — Insured’s address

Block 12 & 13 — Signatures:
Block 12 — The patient or authorized representative must sign and date. In lieu of signing the claim, the
patient may sign a statement to be retained in the provider’s file.

Block 13 — Signed only if the reimbursement goes to the provider. (Leave blank if the reimbursement goes to
the insured.)

Part Il. Physician or Supplier’s Information*:

Block 24 —List each service charge amount separately. Using only a total charge amount will delay claim processing
or cause your claim to be returned.
a. Date(s) of service
d. Description of service or material received
f. Charge amount
j. Rendering physician’s NPI Number
Block 25 — Provider’s Federal Tax ID Number
Block 31 — Provider’s signature (must be signed)
Block 32 —
a. Facility’s name, address, and phone number (where services were rendered)
b. Facility’s NPI Number
Block 33 —
a. Billing name, address and phone number
b. Billing NPl Number, if different than facility

*A receipt may be attached to the claim form, if all required information is listed.

Part lll: You may submit your HCFA Vision Claim in the following ways:

Mail: Email:

AlwaysCare Vision Claims@AlwaysCareBenefits.com
P.O. Box 14389

Baton Rouge, LA 70898-4389

Fax: Electronic Payer ID:
Local: (225) 400-9307 ATRO1
Toll Free: (855) 400-9307
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Vision Claim Form Instructions

Missing or inaccurate information on claim forms will cause delays in claim processing. The following blocks are
required for reimbursement:

Part I. Patient and Insured’s Information

Block 1a — Insured’s ID Number
Block 2 — Patient’s Name
Block 3 — Patient’s Date of Birth
Block 4 — Insured’s Name
Block 7 — Insured’s Address
Block 12 & 13 — Signatures:
Block 12 — The Patient or Authorized Representative must sign and date. In
In lieu of signing the claim, the patient may sign a statement to be
retained in the provider’s file.
Block 13 — Signed only if the reimbursement goes to the Provider. (leave blank
if the reimbursement goes to the insured)

Part I1. Physician or Supplier’'s Information*:

Block 24 — Please list each item separate. A total charge amount will cause the claim to be delayed or
returned to you.
a. Date(s) of Service
d. Description of Service or material received
f. Charge amount
j. Rendering Physician’s NPI Number
Block 25 — Provider’s Federal Tax ID Number
Block 31 — Provider’s Signature (must be signed)
Block 32 —
a. Facility’s Name, Address, and Phone Number (where services were rendered)
b. Facility’s NPI Number
Block 33 —
a. Billing Name, Address and Phone Number
b. Billing NPI Number, if different than Facility

*A receipt may be attached to the claim form, if all required information is listed.

Part Ill: You may submit your HCFA Vision Claim form in the following ways:

Claims Submission Address: Email:

AlwaysCare Vision Claims@AlwaysCareBenefits.com
Po Box 14389

Baton Rouge, LA 70898-4389

Fax: Electronic Payer ID:
Local: (225) 400-9307 ATRO1
Toll Free: (855) 400-9307
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