VisionBlue®

BlueCross BlueShield of Tennessee

Payments

Get Reimbursed
for Out-of-Pocket

If you paid out of pocket for care from a
vision provider who isn’t in your network,
you may be able to get some of your
money back. Fill out the next few pages
and send in a claim for your care.

> 4 Stay in network
% and save on
your next visit.

You'll pay less for your care when
you go to a provider in your
network. Here's how to find one.

Go to processmyclaim.com, or print, fill in
and mail pages 1, 2 and 4 (if applicable) of
the attached form. You'll need to file your

claim within 15 months of the date of care.

Online:
> Go to bcbst.com/findvisioncare.

> Choose the kind of vision care
you're looking for, or search for
providers by name or specialty.

Use the myBlue TN™ app

> Tap Get Care, then Vision Care.



https://www.processmyclaim.com/managed-vision-care/member-forms/out-of-network-claim/partner#/
https://bcbst.com/findvisioncare

CLAIM FORM 1: REIMBURSEMENT FIRST AMERICAN
FOR OUT-OF-NETWORK BENEFIT ADMINISTRATORS, INC.

Out-of-Network Claims if you
have Out-of-Network Benefits

Use this form if you receive vision services from an out-of-network eye

doctor and you have out-of-network benefits. If your plan does not include
out-of-network benefits, please see the Network Exceptions form, claim form 2,
for separate processing instructions.

If you are a Medicare member, you may use this form or just submit a written request
with all information that would be on the form.

To request reimbursement, please complete and sign the itemized claim form.
Return the completed form and your itemized paid receipts to:

First American Administrators, Inc.
Attn: OON Claims, PO Box 8504, Mason, OH 45040-7111

Patient Last Name' Patient First Name’ Ml

Birth Date (MM/DD/YYYY)? Street Address?

City* State’ ZIP Code’
Patient Member ID # Relationship to Subscriber!
O Self O Dependent

'Required continued 1



CLAIM FORM 1: REIMBURSEMENT FOR OUT-OF-NETWORK BENEFIT

Subscriber Last Name? Subscriber First Name? Mi

Birth Date (MM/DD/YYYY)! Street Address?

City' State’ ZIP Code’
Vision Plan Name Date of Servicet (MM/DD/YYYY)
Vision Plan Group # Subscriber Member ID #

Doctor or Store where patient received services

Provider’'s Name? Provider’s NPI

Provider Street Address?

City" State' ZIP Code’

'Required continued 2



CLAIM FORM 1: REIMBURSEMENT FOR OUT-OF-NETWORK BENEFIT

Request for Reimbursement

Enter Amount Charged." Remember to include itemized paid receipts.!

Service Tvbe Amount Lens Tvpe Please Lens Options: |Amount

YP® | Charged yp Check (if purchased) |Charged
Exam $ Single Anti-Reflective s
*92014* *\/2100* *\V2750*
Refraction $ Bifocal Polycarbonate s
*92015* V2200 *\/2784*
Frame $ Trifocal Scratch s
*V2025* *\/2300* *V2760*
Contact Lens $ Progressive Tint $
*S05007 *V2781* *\/2745*
Contact Lens $ Prem Prog uv s
Fitting *92310* *\278126* *V2755*

Roll and Polish

Lenses $ Other $ *\/2702* $
Enter Total Amount Paid as shown on receipt, excluding sales tax" $

| certify that | have read the state fraud warnings. If | want a printed copy, | can contact the
customer call center. | understand that | may be denied reimbursement if | am not eligible for
out-of-network benefits or if | do not supply the requested information for the claim. | authorize
any insurance company, organization employer, ophthalmologist, optometrist and optician
to release any information with respect to this claim. | agree with all statements above and
certify all of the information furnished on this form is true and correct.

Member/Guardian/Patient Signature (not a minor)* Date

'Required 3
PDF-2005-M-390



BlueCross BlueShield of Tennessee

1 Cameron Hill Circle | Chattanooga, TN 37402 | bcbst.com

BlueCross BlueShield of Tennessee (BlueCross)
complies with applicable Federal civil rights laws
and does not discriminate on the basis of race,
color, national origin, age, disability or sex’.
BlueCross does not exclude people or treat them
less favorably because of race, color, national
origin, age, disability or sex.

BlueCross:

* Provides people with disabilities reasonable
modifications and free appropriate auxiliary
aids and services to communicate effectively
with us, such as: (1) qualified sign language
interpreters and (2) written information in
other formats, such as large print, audio and
accessible electronic formats.

* Provides free language assistance services
to people whose primary language is not
English, such as: (1) qualified interpreters and
(2) information written in other languages.

If you need these reasonable modifications,
appropriate auxiliary aids and services, or
language assistance services, contact a
consumer advisor at the number on the back
of your Member ID card or call 1-800-565-9140
(TTY: 1-800-848-0298 or 711).

If you believe that BlueCross has failed to
provide these services or discriminated in
another way on the basis of race, color,
national origin, age, disability or sex, you

can file a grievance (“Nondiscrimination
Grievance”). For help with preparing and
submitting your Nondiscrimination Grievance,
contact a consumer advisor at the number

on the back of your Member ID card or call
1-800-565-9140 (TTY: 1-800-848-0298 or 711).
They can provide you with the appropriate
form to use in submitting a Nondiscrimination
Grievance. You can file a Nondiscrimination
Grievance in person or by mail, fax or email.
Address your Nondiscrimination Grievance to:
Nondiscrimination Grievance; c/o Manager,
Operations, Member Benefits Administration;
1 Cameron Hill Circle, Suite 0019, Chattanooga,
TN 37402-0019; (423) 591-9208 (fax);
Nondiscrimination_OfficeGM@bcbst.com
(email).

You can also file a civil rights complaint with
the U.S. Department of Health and Human
Services, Office for Civil Rights, electronically
through the Office for Civil Rights Complaint
Portal, available at https://ocrportal.hhs.gov/
ocr/portal/lobby.jsf, or by mail or phone at: U.S.
Department of Health and Human Services,
200 Independence Avenue SW., Room
509F, HHH Building, Washington, DC 20201,
1-800-368-1019, 800-537-7697 (TDD).
Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.

You can contact BlueCross’s Nondiscrimination
Coordinator at 423-535-1010 (TTY: 1-800-
848-0298 or 711); Nondiscrimination_
CoordinatorGM@bcbst.com (email); or
Corporate Compliance, 1 Cameron Hill Circle,
1.4, Chattanooga, TN 37402.

This notice is available at BlueCross’s website:
bcbst.com.

BlueCross BlueShield of Tennessee, Inc.,
an Independent Licensee of the BlueCross
BlueShield Association.

BlueCross BlueShield of Tennessee is a
Qualified Health Plan Issuer in the Health
Insurance Marketplace.

" Consistent with the scope of sex discrimination
described at 45 CFR 92.101(a)(2))

ATTENTION: If you speak English, free
language assistance services and appropriate
auxiliary aids and services are available to you.
Please call the Member Service number on the
back of your Member ID card or
1-800-565-9140 (TTY: 1-800-848-0298).

ATENCION: Si habla espafiol, tiene a su
disposicion servicios gratuitos de asistencia
con el idioma, asi como ayudas y servicios
auxiliares adecuados. Llame al niumero de
Servicio de atencién a miembros que figura
en el reverso de su tarjeta de identificacion de
miembro o al 1-800-565-9140

(TTY: 1-800-848-0298).

oloas M ,8giumd g2l Gaxi e 13] tolwl
8acbuall l9sVlg wloasly dsilxall dieclll 62 Luusall
s929all cliacVl doas 09, JLasVl > ‘muLmJI
05,0L ol ey Lol gzl a9 Bl e
(1 -800- 848 0298 il wilgl) 1 -800-565-9140

AR NRERPX, KPHRMEENESHED

HEE‘%, LUR 8 & RSB B AN AR TS, SREfIg 8
ID FEEE BIRFEIFSRAEE 1-800-565-9140
(BEpEEE47 (TTY): 1-800-848-0298) o

LUU Y: Né&u quy vi néi tiéng Viét, quy vi sé dugc
cung cép céc dich vu hd trg ngén ngii mién phi
va cac dich vu va cong cu hé trg phu hop. Vui
Iong goi dén s& clia bd phan Dich vu Hdi vién o}
mat sau Thé ID Thanh vién clia quy vi hodc s&
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ATTENTION : Si vous parlez frangais, des
services gratuits d’assistance linguistique et
des aides et services auxiliaires appropriés sont
a votre disposition. Veuillez appeler le numéro
du Service adhérents indiqué au dos de votre
carte d’assuré adhérent ou le 1-800-565-9140
(TTY/ATS : 1-800-848-0298).
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ACHTUNG: Wenn Sie Deutsch sprechen,
stehen Ihnen kostenlose Sprachassistenzdienste
und geeignete Hilfsmittel und Dienstleistungen
zur Verfiigung. Bitte rufen Sie die Nummer

des Mitgliederdienstes auf der Ruickseite

Ihrer Mitglieds-ID-Karte oder 1-800-565-9140
(TTY: 1-800-848-0298) an.
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PANSININ: Kung kayo ay nagsasalita ng
Tagalog, magagamit para sa inyo ang libreng
mga serbisyong tulong sa wika at kaukulang
mga karagdagang tulong at mga serbisyo.
Mangyaring tawagan ang numero ng Serbisyo
sa Miyembro na nasa likod ng inyong Kard ng
ID ng Miyembro o sa 1-800-565-9140

(TTY: 1-800-848-0298).
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BHMAHWE! Ecnn Bbl roBopuTe no-pyccky,
Bam GynyT npenocTtaBneHbl yCnyru si3bIKOBO
NOAAEPXKN N COOTBETCTBYHOLLIME
BCroMoraTenbHble CPeACcTBa U CEepBUCHI Ha
6ecnnaTHoli ocHoBe. No3BoHUTE B oTAen
00CNyXV1BaHNS Y4aCTHUKOB MO HOMEPY,
yKasaHHOMY Ha obpaTHol cTopoHe Batueri
NAEHTUUKALMOHHOW KapTbl y4acTHUKA, UK Mo
Homepy 1-800-565-9140 (TTY: 1-800-848-0298).
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(TTY: 1-800-848-0298) 1-800-565-9140
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ATANSYON: Si w pale Kreyol Ayisyen, genyen
sevis asistans gratis pou lang ansanm ak ed
pou sévis oksilyé apwopriye k ap disponib pou
ou. Tanpri rele nimewo Sévis Manm ki sou

do kat ID Manm ou an oswa 1-800-565-9140
(TTY: 1-800-848-0298).

UWAGA: Osoby postugujace sie jezykiem
polskim moga bezptatnie skorzysta¢ z pomocy
jezykowej oraz rozwigzan i ustug pomocniczych.
Prosimy zadzwoni¢ pod numer dziatu

obstugi ubezpieczonych podany na odwrocie
karty identyfikacyjnej cztonka lub numer
1-800-565-9140 (TTY: 1-800-848-0298).

ATENGAO: Se vocé fala Portugués, servigos
gratuitos de assisténcia linguistica e recursos
e servigos auxiliares apropriados estao
disponiveis para vocé. Ligue para o nimero
de telefone do servigo de Atendimento ao
Membro informado no verso de seu cartdo
de identificagdo de membro ou para
1-800-565-9140 (TTY: 1-800-848-0298).

ATTENZIONE: se parla italiano, sono
disponibili per Lei servizi gratuiti di assistenza
linguistica nonché aiuti e servizi ausiliari
adeguati. Chiami il numero del Servizio per

i membri riportato sul retro della Sua scheda
identificativa del membro oppure il numero
1-800-565-9140 (TTY: 1-800-848-0298).

BAA’aKOHWIINIDZIN: Diné bizaad

bee yanitti‘go, t'aa jiik’'eh saad bee
aka’and’awo’ bee aka’anida’awo’i d6o
t'dadoole’é binahjj’ bee adahodoonitigii
diné bich’{’ anidahazt'i'i bee
bika’aanida’awo’i nd dahdlg. T'aa shoddi
Bit Ha'dit’éhi Bika’ana’awo’ Bit Ha'dit’éhi
ID naaltsoos nitt'izi bine’déé’ bindmboo
bee hodiilnih doodago 1-800-565-9140
(TTY: 1-800-848-0298).

WICHDICH: Wann du Deitsch schwetzscht

un brauchscht Hilf fer communicat-e kenne
mer dich helfe unni as es dich ennich eppes
koschde zellt. Mir kenne differnti Sadde
Schprooch-Hilf beigriege aa fer nix. Ruf

der Member Service Number uff die hinnerscht
Seit vun dei Member ID Card uff odder
1-800-565-9140 (TTY: 1-800-848-0298).

FAASILASILAGA: Afai e te tautala i le
faa-Samoa, o loo avanoa mo oe auaunaga
fesoasoani mo gagana e aunoa ma se

totogi faapea ma fesoasoani fa‘aopo‘opo ma
auaunaga talafeagai. Faamolemole vala‘au

le numera o le Member Service (Auaunaga
mo Tagata Auai) o lo‘o i tua o lau pepa ID o le
Member (Tagata Auai) po o le 1-800-565-9140
(TTY: 1-800-848-0298).

GAKIULA: Gare iga go kapetal Faluwasch,
ye toore paliuwal yamem bwe tepangug

rel gamatefal lane kapetal Faluwasch. Fale
peshem kol yegili nampal Member Service ila
yelog liugul tagurul Member ID kard la yam
gare 1-800-565-9140 (TTY: 1-800-848-0298).

ATENSION: Guaha setbisio siha para hagu
yanggen fifino’ CHamoru hao, dibatde na
setbision inayudon fumino’ CHamoru yan
propriu na inasisten trastes yan setbisio siha.
Put fabot agang i numiron Setbision Membro
gi santatten i kattd-mu Member ID pat
1-800-565-9140 (TTY: 1-800-848-0298).
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